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Collective Review 


INTERSTITIAL CYSTITIS 


JOHN E. BOWERS, M.D., Upper Montclair, New Jersey, and 
JOHN K. LATTIMER, M.D., F.A.C.S., New York, New York 


SKENE (148), in 1887, applied the name “‘inter- 
stitial cystitis’ to a symptom complex in fe- 
males which was previously known as “neurosis 
of the bladder.” It is characterized by burning 
suprapubic or vaginal pain and frequency of 
urination. He attributed these symptoms to a 
progressive phase of chronic cystitis, and fre- 
quently found it to be accompanied by a ure- 
throvesical fissure. The urinalyses and physical 
findings of his patients were not striking. 

Le Fur (96), in 1901, described ‘“‘cystitis 
douloureuse” with symptoms similar to those in 
Skene’s cases. He thought that pain was due to 
urethral fissure, as compared with the pain of 
anal fissure. 

Nitze (114), in 1907, described the cystoscopic 
appearance of “cystitis parenchymatosa” as a 
catarrhal inflammation of the bladder mucosa 
which had extended into the deeper submucosal 
layers in various areas, pointing out that disten- 
tion of these bladders produced severe pain, and 
caused cracking and bleeding in scattered cir- 
cumscribed red patches surrounded by normal 
mucosa. 

In 1914 Hunner (93) reported 8 cases of un- 
usual bladder ulceration in females; all of the 
ulcerations were located on the dome of the 
bladder (which was of small capacity), and the 
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bladder urine specimens were uniformly spar- 
kling clear. 

It seems probable that all of these authors were 
describing the same disease. Hunner, however, 
attracted great interest in this country with his 
“bladder ulcer” concept. For many years soli- 
tary, simple (Fenwick) ulcers of the bladder had 
been described; however, these lesions were al- 
ways found on or near the trigone and never on 
the bladder dome. Hunner’s observations gave 
rise to questions regarding the etiology, pathol- 
ogy, natural history, and therapy of nonspecific 
bladder ulcerations which have not been an- 
swered. The purpose of this article is to review 
the literature on interstitial cystitis briefly and 
to present the experience with this disease at the 
Squier Urological Clinic. 


SYNONYMS 


Since Hunner’s original article was written 
other descriptive names have been offered for 
the disease. These were: localized cystitis by 
Geraghty (55) in 1915; elusive ulcer by Cullen 
(24) in 1915; panmural cystitis by Bumpus (11) 
in 1916; submucous ulcer by Bumpus (11) in 
1916; paracystitis by Geraghty (55) in 1917; 
punctuate ulcer by Reed (134) in 1919; circum- 
scribed panmural ulcerative cystitis by Keene 
(82) in 1920; Hunner ulcer by Hinman (67) in 
1922; linear ulcer by Herbst (61) in 1928; sub- 
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mucous cystitis by Donahue (33) in 1929; cystitis 
infiltrans circumscripta by Stevens (155) in 1929; 
submucous fibrosis by Barron, (7) in 1936; and 
cystitis lymphopathia by Powell (130) in 1949. 


ETIOLOGY 


The following theories as to the etiology of 
interstitial cystitis have been offered: 

Skene (148) in 1887: a progressive phase of 
chronic cystitis. It has not been proved, however, 
that the disease originates as, or is associated 
with, any known infection or toxic agent. 

Hunner (73) in 1914: foci of infection 

Keene (82) in 1920: hematogenous infection 
of the bladder wall 

Duke (35) in 1922: bladder allergy (many pa- 
tients had associated food allergies) 

Bumpus (13) in 1928: localized myositis of the 
bladder wall 

Day (28) in 1929: improper catheterization 
technique 

Meads (103) in 1934: avascularity of the blad- 
der, i.e. impaired circulation 

Altschuler (4) in 1940: primary lesion in pre- 
sacral nerve or celiac plexus 

Powell (128) in 1944: “lymphatic block” in 
bladder region 

Hand (57) in 1949: ‘adaptation syndrome” 
of Selye 

Somerset (153) in 1955: attenuated acid-fast 
bacillus 

The following diseases have been noted as 
demonstrating similarities in clinical behavior to 
interstitial cystitis: 

Peptic ulceration—Hunner (73) in 1914 

Herpes zoster—D’Arget (25) in 1929 

Lupus erythematosus—Fister (46) in 1938 

Plummer-Vinson Syndrome—Robb (137) in 
1941 

Lymphogranuloma venereum—Marshall 
(101) in 1943 

Hypothyroid syndrome— Young (166) in 1943 

Linitis plastica (non-neoplastic) of stomach 
—Pool (126) in 1944 

Some unusual and interesting clinical observa- 
tions which have been correlated with difficulty 
have appeared in the literature over the years. 
Hunner (73), in 1914, found interstitial cystitis 
only in females. Stevens (154), in 1923, gave 
salvarsan and mercury to a luetic patient with 
interstitial cystitis previously treated with mer- 
cury, which resulted in a marked exacerba- 
tion of symptoms of the cystitis. Bumpus (13), in 








1928, stated that absence of nocturia rules out 
interstitial cystitis. Eisenstadt (38), in 1931, and 
Folsom (48) in 1937, incurred bladder rupture 
during overdistention for treatment of inter- 
stitial cystitis, with apparent permanent cure of 
the cystitis. Crenshaw, (22), in 1934, noted no 
marked effect on life span or general health in 
a long-term follow-up of patients with the dis- 
ease. Pollak (124), in 1934, noted the disease to 
be rare in Europe; he found pain to be related 
to the menstrual cycle. Hagner (56), in 1937, 
Kretschmer (90), in 1939, Rusche (140), in 1939, 
and Vose (159), in 1948, found carcinoma de- 
veloping in a previous site of Hunner ulcer. 
Kruse (93), in 1939, cured a patient of gastro- 
intestinal symptoms by treatment of an unsus- 
pected Hunner ulcer. Schwartz (143), in 1940, 
recorded the autopsy of a patient who had been 
treated for interstitial cystitis, with no remarkable 
findings. Eaton (36), in 1942, presented the best 
detailed analysis of the clinical course of inter- 
stitial cystitis in 69 patients. Ellenberg (39), in 
1942, reported a contracted bladder secondary 
to Neisserian urethritis. Emmett (40), in 1942, 
noted that interstitial cystitis may be a cause of 
undiagnosed lower quadrant pain. He pointed 
out the importance of visual overdistention of 
the bladder to produce bleeding in making a 
diagnosis. Levy (97), in 1944, reported a con- 
traction of the bladder following the injection 
treatment of hemorrhoids. Cristol (23), in 1944, 
reported on 113 males with interstitial cystitis. 
Pool (127), in 1944, found the disease rare in 
negroes. Powell (131), in 1950 found a close re- 
lationship with pelvic surgery and uterine my- 
omas. Smith P. (152), in 1950, had not seen the 
disease in pregnant women. Rose (138), in 1951, 
stated that the disease could be diagnosed by 
cystometric tracings. McDonald (102), in 1953, 
reported on interstitial cystitis in female children. 
Baker (5), in 1954, noted that interstitial cystitis 
should be suspected in males if symptoms do not 
improve after prostatic surgery. Mombaerts 
(108), in 1954, saw many cases of interstitial 
cystitis in males previously held in concentration 
camps. 


DIFFERENTIAL DIAGNOSIS 


Hand (57), in 1949, gives as differential diag- 
nosis: areal cystitis, simple ulcers of pyogenic 
origin, tuberculosis, infiltrating carcinoma, ir- 
radiation cystitis, syphilis, bilharziasis, and ame- 
bic cystitis. 
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NATURAL HISTORY 


The relationship of antecedent acute and 
chronic bladder infections, and constitutional, 
psychogenic, and iatrogenic factors to interstitial 
cystitis has not been clarified. 


CASE REPORTS 


Fifty-eight authors have reported on 205 males, 
1,160 females, and 6 female children with inter- 
stitial cystitis. It is doubtful that this ratio of 
5.7 females to 1 male represents the true sex in- 
cidence of the disease because interstitial cystitis 
is considered rare in the male and, hence, more 
likely to be reported. Hand (57), in 1949, found 
the ratio to be 11 females to 1 male in his clinic. 
Hand diagnosed the disease in 4.79 per cent of 
the patients having urological work-up (1930 to 
1946). 

Hunner (73) in 1914, Keene (82), in 1920, 
Kretschner (86), in 1921, Fadely (42), in 1927, 
Wehrbein (162), in 1929, and Meads (103), in 
1934, have presented and described paraffin 
sections of the lesion of interstitial cystitis. There 
is general agreement regarding the presence of 
submucosal fibrosis, which pathologists maintain 
could result from long-standing infection, is- 
chemia, or lymphatic obstruction, but specimens 
demonstrating the actual ulceration have not 
been entirely convincing. 


EXPERIMENTAL WORK 


Various attempts have been made to repro- 
duce the lesion of interstitial cystitis in experi- 
mental animals. LeFur (96), in 1901, produced 
bladder ulcers by inoculating the blood stream 
with pathogenic organisms and then injuring 
the bladder wall. Rosenow (139), in 1915, pre- 
sented experimental evidence that streptococci 
isolated from various diseased organs have a 
striking affinity for the organs from which they 
are isolated. He compared the organotropic 
properties of the streptococcus with the affinity 
of the diptheria bacillus for the pharnyx and of 
the meningococcus for the meninges, and con- 
cluded that chronic foci of infection play an im- 
portant role in causing systemic disease. Bumpus 
and Meisser (14), in 1921, presented evidence 
that pyelonephritis was caused by focal infec- 
tions harboring streptococci with a selective 
affinity for the urinary tract, with Escherichia 
coli acting as a secondary invader. Rabbits were 
injected intravenously with pyelonephritic urine 
which produced a high percentage of renal in- 
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fections. Hinman (66), in 1921, stated that cul- 
tures of tissue rongeured from Hunner ulcers 
grew the Streptococcus, Proteus, and colon 
bacillus; injection of cultures intravenously in 
rabbits reproduced submucous bladder ulcers. 
In 1935 Hinman (68) stated, however, that tis- 
sue cultures in 5 cases of interstitial cystitis 
showed no growth. Meisser and Bumpus (104), 
in 1921, in a complicated series of animal pas- 
sages of alpha streptococcus cultured from peri- 
apical infections in 11 of 15 patients being 
treated for interstitial cystitis, showed evidence 
(including paraffin specimens) that bladder 
lesions were produced more frequently by in- 
jection of “interstitial cystitis” cultures than by 
injection of similar material taken from teeth 
abscesses in a control group. Helmholz (58), in 
1922, injected Escherichia coli intravenously and 
intracystically in rabbits and produced renal 
parenchymal lesions by the former route and 
pyelitis by the latter. Bidgood (9), in 1928, grew 
the beta streptococcus in tissue culture from 2 
cases of interstitial cystitis, but could not repro- 
duce the lesion in dogs by intravenous or intra- 
cystic injection of the culture material. Bumpus 
(15), in 1930, cited Moench and Counsellor as 
having reproduced interstitial cystitis in animals 
by injecting the cervical secretion of a female 
being treated for this condition. Winsbury-White 
(164), in 1933, demonstrated lymphatic con- 
nections between the bladder and cervix by the 
injection of India ink into the cervical tissues of 
guinea pigs. Herbst, Baumrucker, and German 
(62), in 1937, reproduced the lesion of inter- 
stitial cystitis in dogs by ligating various blood 
vessels supplying the bladder. Altschuler (4), in 
1940, reproduced the lesion of interstitial cystitis 
in dogs by severely traumatizing the sympathetic 
ganglia at various levels of the vertebral column. 
Powell (128), in 1944, found no anastomosis of 
the lymphatics of the dome with the anterior 
wall of the bladder in experiments with India 
ink in female infant cadavers. Normal lymphatic 
anastomoses were found in the posterior wall and 
trigonal areas. Del Castillo (30), in 1948, de- 
scribed a technique for the study of urinary sedi- 
ment which indicated that the cells parallel the 
changes in the vaginal canal during the men- 
strual cycle. He suggested that the method might 
lend itself to a study of interstitial cystitis. 
Baumrucker (8), in 1955, reproduced the lesion 
of interstitial cystitis by the production of local- 
ized paracystitis in dogs with surgical trauma. 
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THE RELATIONSHIP OF INTERSTITIAL CYSTITIS TO 
SOLITARY BLADDER ULCER (FENWICK ULCER) 


Mercier of Paris (105), in 1836, reported on 
8 cases of bladder ulceration with spontaneous 
perforation, and touched off a series of articles 
debating the premise that nonspecific bladder 
ulceration, similar to peptic ulceration, could 
occur. These lesions were called ‘Fenwick ul- 
cers” by the British, honoring the work of E. H. 
Fenwick (1896). After Hunner’s original paper 
(73), written in 1914, the term “‘ulcus simplex” 
was frequently used, particularly in Europe, for 
both Hunner and Fenwick ulcers, and resulted 
in much confusion. Pashkis (119, 120), in 1921 
and 1927, respectively wrestled with the prob- 
lems of nomenclature in Germany but was 
hampered by lack of clinical material. Fenwick 
in Great Britain (43), in 1896, described his 
ulcer as occurring in young males. The lesion, 
grossly resembling peptic ulceration, was situated 
on the base of the bladder and was cured by 
conservative therapy. The bladder capacity was 
normal and hematuria was the most common 
symptom. Nitze in Germany (114), in 1907, and 
Hugh H. Young in this country (165), in 1926, 
stated that they had never seen a Fenwick ulcer 
and doubted its clinical significance. The lesion, 
admittedly rare, continues to be reported and 
has no obvious relationship to interstitial cystitis. 


TREATMENT 


The following modes of treatment of inter- 
stitial cystitis have yielded varying degrees of 
temporary or permanent relief from discomfort; 
long term “cures” have been reported less fre- 
quently. 


Conservative Nonsurgical Therapy 


1. Bladder distention and _ instillations of 
AgNO; in 1901 (LeFur, 96) 

2. Injection of strong AgNOs solution di- 
rectly onto ulcer through ureteral catheter in 
1917 (Geraghty, 55). 

3. Dilation of ureteral and urethral stric- 
tures in 1920 (Hunner, 7). 

4. Diathermy fulguration in 1922 (Kreutz- 
mann, 92). 

5. Bladder instillations of AgNO; solution in 
increasing strengths in 1926 (Dodson, 32). 

6. Bladder overdistention in 1930 (Bumpus, 
15) by special technique. 

7. External ultraviolet radiation in 1930 
(Higgins, 64). 


8. Intravenous administration of mercuro- 
chrome in 1931 (Eisenstadt, 38). 

9. Internal ultraviolet radiation in 1932 
(Caulk, 17) by special technique. 

10. Balloon distention of bladder in 1932 
(Kearns, 81). 

11. Bladder instillation of methylene blue in 
1934 (Pollak, 124). 

12. Injection of absolute alcohol into ulcer 
area in 1936 (Alexander, 3). 

13. Tidal irrigation in 1936 (Longacre, 98). 

14. Application of pure phenol to ulcer 
through Kelly cystoscope in 1936 (Sears, 145). 

15. Self distention of bladder in 1937 (Or- 
mond, 117). 

16. Parenteral administration of bismuth and 
gold salts in 1938 (Fister, 46). 

17. Parenteral administration of histidine in 
1939 (Swanson, 156). 

18. Instillation of analine dye into bladder in 
1941 (Davis, 27). 

19. Instillation of amniotin in oil in 1941 
(Eikner, 37). 

20. Instillation of argyrol (4 per cent) and 
gomenol (16 per cent) in 1941 (Higgins, 65). 

21. Deep x-ray therapy in 1941 (Kreutz- 
mann, 91). 

22. Parenteral administration of emetine hy- 
drochloric acid in 1941 (Henline, 59). 

23. Instillation of AgNO; in 1941 (Pool, 125) 
by special technique. 

24. Thyroid therapy in 1943 (Young, 166). 

25. Parasacral administration of procaine in 
1944 (Darget, 26). 

26. Shortwave diathermy in 1947 (Barnes, 6). 

27. Parenteral use of streptomycin in 1948 
(Satterthwaite, 141). 

28. Bimanual massage of bladder in 1949 
(Powell, 130). 

29. Fulguration in 1950 (Coppridge, 19) by 
special technique. 

30. Parenteral use of ACTH in 1950 (Weaver, 
161). 

31. Administration of AgNO; through Kelly 
cystoscope in 1950 (Wharton, 163). 

32. Infiltration of ulcer with 1 per cent pro- 
caine in 1951 (Rose, 138). 

33. Oral administration of alpha tocopherol 
in 1951 (Van Duzen, 158). 

34. Oral administration of cortisone in 1952 
(Hoyt, 71). 

35.Oral administation of banthine in 1952 
(Riskind, 135). 
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36. Condom distention of the bladder in 1954 
(Bohne, 10). 

37. Instillation of clorpactin in 1955 (O’Con- 
or, 116). 


Conservative Surgical Therapy 


1. Segmental resection of bladder ulcer in 
1914 (Hunner, 73). 

2. Cystotomy with fulguration in 1926 (Fur- 
niss, 54). 

3. Cystoscopic division of fibrous bands in the 
bladder wall in 1950 (Seaman, 144). 


Radical Surgical Therapy 


1. Vesicovaginal fistula in 1887 (Skene, 148). 

2. Ureteral transplants in 1930 (Dixon, 31). 

3. Presacral neurectomy in 1931 (Learmonth, 
94), 

4, Sympathectomy in 1939 (Nesbit, 113). 

5. Subtotal bladder resection in 1940 (Folsom, 
49). 

6. Cordotomy in 1947 (Nesbit, 112). 

7. Application of a patch of ileum to the 
bladder dome in 1955 (Ferris, 45). 


ANALYSIS OF INTERSTITIAL CYSTITIS CASES ADMITTED 
TO PRESBYTERIAN HOSPITAL (1932 TO DATE) 


During the period from 1932 to 1952 the diag- 
nosis of interstitial cystitis appeared on the charts 
of 14 in-patients, as recorded on the central 
index list at the Presbyterian Hospital. A careful 
review of these 14 charts indicates that the diag- 
nosis was correct in 8 cases, questionable in 3, 
and incorrect in 3. 

Since 1952 the index list shows the cases of 
interstitial cystitis grouped with those diagnosed 
“cystitis,” making it necessary to review the 
records of 1,168 cases of cystitis to obtain 24 cases 
ofinterstitial cystitis. Three additional cases were 
questionable. There have been 35,365 urological 
admissions to the Medical Center during the 
last 24 years. The questionable cases have been 
discarded. Thus, we arrive at an over-all figure 


TABLE I.—DISTRIBUTION OF PATIENTS WITH RE- 
SPECT TO RACE AND NATIONALITY 


Race Nationality 
Negro 7 Irish 13 
German 1 
White 25 U.S. Negro 6 
Other Negro 1 
Canadian 1 
U.S. White 8 
Czech 1 
Roumanian 1 
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TABLE II.—DISTRIBUTION OF PATIENTS WITH RE- 
SPECT TO RELIGION, AND ECONOMIC AND MARI- 
TAL STATUS 


Religion Economic Status 
Protestant 14 Ward 16 
Catholic 14 Private 16 
Hebrew 4 

Marital Status 
Married 2 
Single 
Widow 
Divorced 


NN +S 


TABLE III.—DISTRIBUTION OF PATIENTS WITH 
RESPECT TO FAMILY HISTORY AND BODY BUILD 


Family History Body Build 
G.U. positive 2 Obese 8 
G.U. negative 30 Normal 11 
Thin 13 


of 1 case of interstitial cystitis per 1,105 urological 
admissions from 1932 to 1956 (0.08 per cent), 
and 1 case of interstitial cystitis per 48.7 cases 
of “cystitis” in the same period (2.1 per cent). 

An analysis of the 32 proved cases of inter- 
stitial cystitis follows. All of the patients were 
female. 

The average age at the onset of symptoms was 
42.2 years; the youngest patient was 15 years 
and the oldest 71. In 1956 the average age of 
31 patients was 58 years (1 patient died in 1953 
following ureteral transplantation). 

The average duration of the disease in 1956 
was 15.5 years. Four patients had had symptoms 
less than 4 years, and 2 patients for more than 
30 years. No patient was considered cured. 

Tables I, II, and III show the distribution of 
the 32 patients with regard to racial, economic, 
religious, social, and physical factors. A pre- 
ponderance of Irish females will be noted in our 


TABLE IV.—SURGICAL AND OBSTETRICAL PROCE- 
DURES PRIOR TO ONSET OF SYMPTOMS OF IN- 
TERSTITIAL CYSTITIS. 


Operation 

Suspension of uterus... ... exam menatetes 
METI io o coc pion ccacceseecewhowaee 
Appendectomy. . 

Vaginal repair... 

Hemorrhoidectomy . 

Dilatation and curettage, radium. . 
Other remote surgery. . 

Single surgical procedure prior 
Multiple surgical procedures prior 

No. surgical procedure prior... . 

Prior Obstetrical Procedures 

Deliveries (1 or more). . 

Abortions only... 

Cesarean section. ....... 

ING OONRTINGIIN Sooo den ab weticnw ean 


No. of Patients 
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TABLE V.—SIGNIFICANT MEDICAL DISEASE PRIOR 
TO ONSET OF SYMPTOMS OF INTERSTITIAL 
CYSTITIS 


Disease No. of Patients 


RMB 2 eset cow Bek ye ee eae 
RRPMMNEDR cs rele G icc ea oe icp Miae's Dae tanes 
Remote neutalgic pains... ...... 2 cc cece 
NODAME ics csiece osc tins pb LCR Ain Slave aden om Siowams 
RA MR a cra ses aac BSAW RtAS, Sie Bera het fone 
RAG PM MEMRNCSD is 40s: o's. 016-355 ra Rogie lelectra epieetars 
SEN UMM PMMERY 550.5005: 9 056 Sosa Hos are estes Sos 
CC RE Se oe a ar ean eens Ce aey rae 
DPE oc scisrescie susik wrens Fels ae Daca 
UMMM TIUOET Sos «5:5 scicnsiviee vse isle enw miners 
WORE Sater vo leise core -oincorecs’s sttiacs< beeen 5 aes 
No significant prior illness...... Recent 
More than one prior illness... ... 0.6... eees 


tN 
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series; otherwise the distribution is as might be 
expected in the population at large. 

Table IV reveals that 75 per cent of our series 
of 32 patients had had some surgical treatment 
prior to onset of the symptoms of interstitial 
cystitis. More than 50 per cent had never been 
pregnant. The surgical procedures listed are 
those which might conceivably cause interference 
with bladder function. 

After the onset of symptoms of interstitial 
cystitis, 50 per cent of the patients were sub- 
jected to indirect surgery, probably aimed in 
some cases at relief of the bladder discomfort. 
One patient delivered normally, another 
aborted, while 30 were not pregnant during the 
course of their bladder disease. 

Table V demonstrates no particular associa- 
tion of previous medical disease as an an inciting 
factor of the interstitial cystitis. Likewise, a study 
of the medical conditions appearing subsequent 
to the onset of the bladder disease reveals that 
more than 50 per cent of the patients had no 
associated illness; the remaining 14 patients had 
diverse, relatively minor, conditions which did 
not appear to be related to interstitial cystitis. 
Six patients were allergic and 4 had mild 
endocrine disorders. 

Notations were made on the records of 25 
per cent of the patients as to their tendency 
toward anxiety neurosis. Seven patients were 
found to have other mild psychiatric disorders 
and more than 50 per cent had no obvious 
psychiatric disturbance. 

Complications of the upper urinary tract in 
11 patients with interstitial cystitis were limited 
to minor degrees of hydronephrosis, ureteral 
reflux, and ureteral stricture. Almost two-thirds 
had no disease of the upper urinary tract. 


318 International Abstracts of Surgery - October 1957 





Predominant symptoms at the onset of the 
disease were frequency, burning, and nocturia 
in 26 patients, and suprapubic pain in 6 patients, 
The delayed symptoms, following onset of the 
disease were frequency, burning, and nocturia 
in 16 patients and suprapubic pains in 16 pa- 
tients, although the symptoms frequently 
changed over a period of time. 

Table VI indicates the range of bladder 
capacity in 27 of the patients. 

In conclusion, the therapy used in this series 
of 32 patients included conservative and radical 
approaches to the problem. Almost 75 per cent 
of the patients were subjected to bladder disten- 
tion, periodically under spinal anesthesia, with 
the best clinical results. Fifty per cent had more 
than one type of therapy, however. Five patients 
had ureteral transplantation to a segment of the 
bowel. One patient had no therapy and seemed 
to do rather well. 


FOLLOW-UP 


Six patients were lost to follow-up in the late 
1940’s. At that time none were demonstrating 
unusual progression of the disease or improve- 
ment in their condition. 

One patient died at the age of 70 from pyelone- 
phritis following ureterosigmoidostomies. 

Another patient died at the age of 70 from 
cancer of the cervix with invasion of the 
bladder. 

Four patients with ureteral transplants were 
having various difficulties with their upper 
urinary tract, which overshadowed the bladder 
complaints. 

The remaining 20 patients were doing reason- 
ably well on conservative therapy. 

The urological, surgical, and psychiatric im- 
plications of interstitial cystitis can best be pre- 
sented in the following brief case history. 

Patient K.K., female, age 29, noted the onset 
of severe dysuria and gross hematuria at age 
14 while in an orphanage where she had lived 
since age 2. She was treated intermittently for 
continuing bladder symptoms with lemon juice 
and cream of tartar for the next 8 years (1948). 
From 1950 to 1952 several physicians, including 
urologists, treated the patient with all known 


TABLE VI.—BLADDER CAPACITY OF 27 PATIENTS 


Spinal anesthesia No anesthesia 


Greatest 650 c.c. 400 c.c. 
Average 387 c.c. 157 c.c. 
Least 200 c.c. 30 c.c. 
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antibiotics. In 1952 the diagnosis of ‘““Hunner 
ulcer” was made, and Proteus vulgaris was cul- 
tured from the urine by a urologist. Another 
urologist then administered a course of bladder 
irrigations and urethral dilatations. A prefrontal 
lobotomy was performed in a New York hospital 
in1952. In 1953 a paravertebral sympathectomy 
was done. The patient then returned to a urolo- 
gist who performed a segmental resection of the 
bladder. In June, 1954 the patient had a repair 
of an incisional hernia in the right flank. One 
hundred and ten cystoscopic procedures were 
carried out during the period from 1950 to 1954. 

In November, 1954 a New York urologist 
considered that the patient had been over-treated 
and refused to perform ureteral transplantation, 
but conservative treatment proved futile. 

In January, 1955 a bladder biopsy and trans- 
urethral resection of the bladder neck were 
followed (at the patient’s insistence) by a Bricker 
operation performed by the author (J.B.). The 
bladder capacity at this time was 150 cubic 
centimeters but the patient was incontinent, 
voiding 15 to 30 cubic centimeters every 5 
minutes. The urine was grossly infected. Cystos- 
copy was noncontributory; there was no evidence 
of acute cystitis. Urine culture revealed the 
Proteus vulgaris. 

Following the Bricker operation the patient 
continued to complain bitterly of bladder spasms. 
In November, 1955 the bladder was removed 
transvaginally. The pathological report was ex- 
treme fibrosis of the bladder wall, caused by 
chronic infection, ischemia, or lymphatic ob- 
struction. 

Since the end of the road, surgically speaking, 
has been reached, the patient has been a very 
difficult psychological problem and is complain- 
ing bitterly of dysmenorrhea. 


SUMMARY 


Interstitial cystitis is an uncommon condition 
characterized by patchy areas of fibrosis of the 
bladder wall. A review of 32 cases from the 
Presbyterian Hospital in New York City has 
verified previous observations that this is a disease 
of the dome of the bladder, usually occurring 
in females, who are often of a neurotic tempera- 
ment and who have frequently had previous 
pelvic surgery. The etiology is still unknown, 
but temporary relief of the symptoms can usually 
be obtained by hydraulic distention of the blad- 
der back to normal size under spinal anesthesia. 
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Ameloblastoma: Report of a Case. Noau R. Catnoun, 
J. P. Lazansky, STANLEY JACKSON, and WiLuraM M. 
BRIDGEFORD, JR. Oral Surg., 1957, 10: 111. 


AMELOBLASTOMA is an epithelial neoplasm which is 
considered by some to be derived from epithelial cells 
of the enamel organ, a developmental structure inti- 
mately related with tooth development. Others be- 
lieve that the origin of this neoplasm is the basal cell 
layer of the oral epithelium. This latter view is sup- 
ported by the fact that the neoplasm is encountered 
inextraoral sites, such as the tibia. The neoplasm is 
characterized in part by the fact that it is capable of 
producing a considerable degree of local bone destruc- 
tion. The architectural pattern is such that complete 
removal is seldom, if ever, achieved by simple enucle- 
ation, and wide excision is the treatment of choice. 

A case is reported in which x-ray study revealed a 
multicystic radiolucent area with numerous fine, in- 
complete septa involving the right ramus, body of the 
mandible, and the apices of a molar tooth. The 
mandible was expanded with no breakdown of the 
cortical bone. Examination revealed the right lower 
face to be enlarged along the course of the ascending 
ramus and forward to the mental foramen. The skin 
moved freely over this area and there were no nodes 
present. 

At operation the ascending ramus and part of the 
body of the mandible were removed including all the 
tumor. A dental prosthesis was used to fill the defect 
and a jaw that functioned well was obtained. 

—Edmund R. Donoghue, M.D. 





EYE 


Developmental Anomalies of the Skull Affecting the 
Pag’ Freperick C. Bion. Arch. Ophth., Chic., 1957, 
3 593. 


CoNcENITAL ANOMALIES of the eye have been seen re- 
peatedly in patients with developmental anomalies of 
the skull. In this review the author classifies the con- 
ditions and presents his observations. 

The classification is divided into the following five 
®ctions: 

1. Craniostenosis, an anomaly of the cranium in 
— there may be involvement of the extremities 


2. Craniofacial dysostoses which involve the cra- 
tum and the facial skeleton. 
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3. Mandibulofacial dysostoses of Francheschetti in 
which only the facial skeleton is involved. 

4. Hypertelorism 

5. Rare anomalies 

Each section presents a typical case or cases with 
the clinical picture, the treatment, and the abnormal 
features of the various conditions. The eye examina- 
tion and defects are carefully presented. The repro- 
ductions are excellent. This review should be of great 
value in assisting the practicing ophthalmologist and 
student to classify the various skull anomalies. 

—Earl H. Merz, M.D. 


Uveitis in Association with Rheumatism. Micwaet J. 
Hocan, SAMUEL J. Kimura, and Puitiirs THYGESON. 
Arch. Ophth., Chic., 1957, 57: 400. 


THE AUTHORS discuss the general manifestations of 
rheumatic diseases and their relationship to inflam- 
mation of the uveal tract. They report 38 cases of 
rheumatoid iritis, of which 35 were of the acute and 
3 were of the chronic type. They also present 1 case 
of iritis associated with juvenile rheumatoid arthritis 
(Still’s disease), 2 of Reiter’s syndrome, and 1 of 
gouty iritis. 

Rheumatic diseases have been classified (American 
Rheumatism Foundation) as follows: (1) infectious 
arthritis (tuberculosis, brucellosis, syphilis, pneu- 
monia); (2) arthritis in rheumatic fever; (3) rheuma- 
toid arthritis (a) multiple and (b) vertebral; (4) gouty 
arthritis; and (5) symptomatic (a) Reiter’s syndrome 
(conjunctivitis, urethritis, and arthritis), (b) Behcet’s 
syndrome (recurrent uveitis with mucocutaneous le- 
sions—aphthous uveitis), and (c) psoriasis. 

Rheumatoid iritis may be acute recurrent or chronic 
and may affect one or both eyes. The acute type 
responds rapidly to topical corticosteroid therapy; 
the chronic type does not respond to any type of 
treatment. Ocular involvement may precede the on- 
set of joint disease by as much as 1 to 4 years. 

In juvenile rheumatoid arthritis (Still’s disease) an 
associated chronic bilateral iritis may persist in spite 
of treatment and lead to band keratopathy and 
cataract. Uveitis may result from microbial agents in 
gonococcic arthritis, brucellosis, tuberculosis and 
syphilis. 

The recurrent attacks of iritis in gouty patients and 
the response to colchicine and salicylates suggest that 
the two are related. Ocular symptoms are rarely 
encountered in acute rheumatic fever. More violent 
cases of rheumatic fever may present choroidal foci. 








No. of 





—_——— Joint involvement 





cases Vertebral Peripheral Both 

Rheumatoid arthritis and 
| era rae eu 38 18 q 13 
i 1 _— — 1 
Reiter’s disease 2 z -- _- 
Cee 1 _— 1 —_ 


Iridocyclitis has been observed in 3 patients with 
Reiter’s syndrome. In Behcet’s syndrome the uveitis 
is recurrent and bilateral, usually affecting one eye 
at a time. 

The possibility of rheumatoid disease should be 
considered in all patients who have typical iritis with 
systemic manifestations, even though disease of the 
joint cannot be detected. In many cases unrecognized 
chronic arthritis of the spine can be detected only by 
careful examination and x-ray examination. The 
presence of fever, an increased sedimentation rate, 
hepatomegaly, splenomegaly, and leukocytosis may 
help in establishing the diagnosis. 

The cases of joint diseases associated with iritis are 
summarized in the following table: 

— Joshua Zuckerman, M.D. 


The Electroretinogram in Detachment of the Retina. 
Iumart RENDAHL. Arch. Ophth., Chic., 1957, 54: 566. 


Ir HAS BEEN well established in the interpretation of 
the electroretinogram that the size of the b-potential 
is a measure of the functional capacity of the retina. 
Thus, the b-potential decreases if only a portion of 
the retina functions or if the whole retina functions to 
an impaired degree. 

The author studied the clinical electroretinograms 
of 277 eyes with retinal detachment and the following 
conclusions were reached: 

1. A reduced b-potential is found in retinal detach- 
ment. This depends upon two factors—the extent of 
the detachment and the vitality of the retina. The 
b-potential decreases in relation to the area of the 
detachment. 

2. The mean b-potential is distinctly higher in those 
patients in whom subsequent operation proves suc- 
cessful. Thus a relatively good electroretinogram pro- 
vides a good prognostic sign. 

3. Patierts with retinal detachment in one eye have 
a poorer than average electroretinogram in the other 
clinically healthy eye whether or not the patient has 
myopic vision. This observation verifies by electro- 
retinogram the clinical observation that a predisposi- 
tion to detachment in the healthy eye exists in pa- 
tients with an existing detachment. 

—Jj. Winston Duggan, M.D. 


Central Retinal Artery Occlusion Associated with 
Cryoglobulinemia. Ricuarp A. Etuis. Arch, Ophth., 
Ghic., 1957, 57: 327. 


THE AUTHOR reports a case of occlusion of the central 
retinal artery associated with cryoglobulinemia in a 
33 year old Negro male. 

Cryoglobulinemia is a condition in which a protein 
or group of proteins in the blood precipitate on ex- 
posure to cold and redissolve when warmed to 37 
degrees C. It occurs in many conditions associated with 
involvement of the reticuloendothelial system. 
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this e: 
The patient’s hands were sensitive to cold and his § the 
finger tips were ulcerated. A bilateral cervical sympa- Aft 
thectomy had yielded only temporary relief. Biopsies nifica 
of the skin and muscle were normal. The serologic test velope 
for syphilis was positive. The patient was considered § P™ © 
to have scleroderma. stiel-V 
On repeated admissions to the hospital the patient's Ald 
eye deteriorated progressively from grade 2 hyperten- vated 
sive changes (moderate arteriole narrowing), sheath- § 4" ‘ 
ing of a segment of the superior temporal vein in the those 
right eye and of the superior nasal vein in the left The 
eye, and deep hemorrhages or microaneurysms in alloxa 
both fundi, to scattered microaneurysms, occlusion of § "8°" 
the central retinal artery in the right eye with retinal § @"'- 
edema surrounding the disk, the macula, and the 
posterior pole, and a characteristic cherry red spot — 
in the macula. >. , 
Still later there developed a pallor of the right optic § 435. 
disk, a marked narrowing of the arterioles, and a 
typical picture of an old occlusion of the central | R010 
retinal artery followed by postocclusal optic atrophy. ff “ifere 
On the patient’s last admission, aphasia, left-sided § 'S US 
hemiparesis, ptosis and deviation of the left eye, andj 
paralysis of the twelfth nerve were present. The blood The 
pressure was 220/150. The condition was attributed and ci 
to a right cerebral hemorrhage, and despite treatment these 
the patient died. melan 
The author concludes that a search for the presence locatec 
of these cold-precipitable proteins should be made in Geiger 
all cases of obscure vascular occlusions. the otk 
—Joshua Zuckerman, M.D, | Pster 
eyes, O 
Serum Proteins and Total Glucosamine in Diabetic [na 
Retinopathy and Glomerulosclerosis. Sipney LeR- firmed 
MAN, Burton M. PoGELL, and Wo.rcana Lis. §{ést wa 
Arch. Ophth., Chic., 1957, 57: 354. hegatin 
THE AUTHORs discuss the serum proteins and total Sine 
glucosamine in diabetic retinopathy and in glomerulo- §™s 
sclerosis. ocular 
Because of the increase in the longevity of patients" © 
with diabetes the degenerative complications of this" ™ 








disease are encountered more frequently. This is pat- 
ticularly true of retinopathy in diabetes. The most 
important factor in the relationship between retin- 
opathy and diabetes appears to be the duration of the 
diabetes. 






EAR 












In diabetic patients without retinopathy the a2- _ 
globulin tends to remain at normal levels; in those 1957 





with retinopathy a significant elevation of their serum 
a2-globulin levels occur. In the series of cases prt 
sented by the authors, only 2 of the 20 patients with 
retinopathy showed severe, ophthalmoscopically vis 
ible retinal changes, and in both patients the a 
globulin value was elevated to 17 and 20 per cent, 
respectively. There was no demonstrable difference 
in the glucosamine level between the patients with 
and those without retinopathy. 
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A common pathogenesis in the development of the 
diabetic renal and retinal lesions is indicated by the 
experimental production of renal lesions similar to 
those in human diabetic glomerulosclerosis and the 
increased a2-globulin levels in both animal and hu- 
man diabetics. It is further evidence, moreover, that 
this experimentally produced disease is closely allied 
to the disease occurring in man. 

After a 3 week course of cortisone injections a sig- 
nificant elevation of the serum a2-globulin level de- 
veloped in the alloxan-diabetic rabbits. In at least 80 
per cent of these rabbits renal lesions of the Kimmel- 
stiel-Wilson type developed. 

Although the serum glucosamine levels were ele- 
vated in all diabetic patients, no statistically signifi- 
cant difference was found between those with and 
those without retinopathy. 

The increase in the serum glucosamine levels of the 
alloxan-diabetic rabbits after a 3 week course of cor- 
tisone, intramuscularly, was not statistically signifi- 
cant. Joshua uckerman, M.D. 


Experience with Radioactive Phosphorus in Tumor 
Detection. Epwin B. Dunpuy, JosEpH L. Dow.inc, 
Jr., and AtFreD Scott. Arch. Ophth., Chic., 1957, 57: 
485. 


RADIOACTIVE PHOSPHORUS is of distinct value in the 
differential diagnosis of intraocular tumors although 
its use cannot yet be regarded as a positive diagnostic 
test. 

The authors report a series of 31 cases of choroidal 
and ciliary body lesions tested in vivo. Twenty-one of 
these were proved pathologically to be malignant 
melanomas. In 15 of the proved cases, the tumors were 
located sufficiently anteriorly to be accessible to the 
Geiger counter and, therefore, gave positive tests. In 
the other 6 proved cases the tumors were situated well 
posteriorly and gave negative tests. In the other 10 
tyes, one false positive test was recorded. 

In a series of 16 lesions of the iris, 5 cases were con- 
firmed pathologically as malignant melanomas. The 
lest was positive in 4 of these 5 cases with one false 
negative. 

Since it is well established that malignant mela- 
homas concentrate P* in higher amounts than normal 
ocular tissue, the authors believe that the develop- 
ment of an improved technique of testing will yield 
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‘ven more convincing and satisfactory results. 
—J. Winston Duggan, M.D. 


EAR 


Audiometric Examination of Parents of Children 

f from Birth; the Influence of Consanguineous 

Marriage. L. S. WiLDERVANCK. Arch. Otolar., Chic., 
1957, 65; 280. 


Tue AUTHOR presents an article on a study of the 
audiometric examinations of the parents of congeni- 
tally deaf children. The study involved both parents 
who were related to each other and parents who were 
tot related to each other. 

The author assumes that the deafness is due to a 
cessive gene and that deafness manifests itself in the 


_ when both the parents possess the recessive 
ene, 
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The author attempts by audiometric examination 
to detect the recessive hereditary deafness in the 
parents, but concludes that this is impossible by audio- 
metric examination. 

He emphasizes the role of consanguineous mar- 
riages in the production of congenitally deaf off- 
spring. —G. George Mater, M.D. 


Congenital Atresia of the Middle and External Ear. 
ANDRES BusTAMANTE GurriA and Leo Deutscu. Arch. 
Otolar., Chic., 1957, 65: 349. 


THE AUTHORS emphasize the value of a complete 
radiologic examination of atresic ears as a means to 
further understanding the type of disorders present as 
well as its evolutionary mechanism. The three projec- 
tions of Schiiller, Stenvers, and Mayer all provide in- 
formation and should be used in the radiologic ex- 
amination. 

The authors distinguish two main varieties of 
atresia, differing in the state of the tympanic bone: 
the first variety is that in which there is hypoplasia of 
the tympanic bone, with or without substitution of the 
defect by overgrowth of other structures; the second is 
that in which the tympanic bone itself is hyperplastic. 
Pure examples of these two varieties are rare, the 
majority of cases having combinations of the varieties 
of atresia. 

Recent developments in otosclerotic surgery and 
tympanoplasty have led to more successful results in 
the surgery of atresia, but the authors regard recon- 
struction of the malformed pinna, should it coexist 
with atresia, as the province of the plastic surgeon. It 
is suggested that better results will be gained from 
operations for atresia if intervention is delayed until 
the ear has developed appreciably (an age of 10 or 12 
years is mentioned as suitable). 

The author’s surgical technique is described in 
brief. When pneumatization is present an ample 
mastoidectomy is carried out and remnants of the mal- 
leus and incus are removed; a free graft is then ap- 
plied, covering the entire cavity and permitting a 
fenestration if this is indicated. If an external meatus 
is present the Lempert endaural approach is pre- 
ferable. If the ear is not pneumatized the surgical re- 
sults are generally poor, but the technique described 
by House is recommended. 

— John R. Lindsay, M.D. 


Personal Experiences with Stapes Mobilization. 
Howarp P. House. Arch. Otolar., Chic., 1957, 65: 235. 


THIS ARTICLE is concerned with the author’s personal 
observations of the first 400 stapes mobilization opera- 
tions performed by him. In 50 of these the mobiliza- 
tion was done at the time of fenestration and in no way 
altered the result of the fenestration. 

Some footplates that could not be mobilized 
through the crura can be freed or fractured by apply- 
ing pressures through a dulled needle placed along the 
footplate margins. The most vulnerable area seemed 
to be in the posterior half of the footplate, especially in 
the region of the attachment of the posterior crus to 
the footplate. 

Manual needle manipulation of the footplate area 
is not without certain hazards. If considerable pres- 
sure is applied and the footplate suddenly fractures, 








there is a tendency for the needle to drop toward the 
vestibule before the manual pressure can be released. 

Recognizing this hazard in direct footplate manipu- 
lation by manual means, the author developed a 
modified dental pneumatic hammer in collaboration 
with Glenn Turner of Los Angeles. The principle in- 
volved was to create a controlled pulsating pressure 
that could be varied as desired, as to both intensity 
and frequency. This hammer considerably lessens the 
hazard of dropping toward the vestibule after sudden 
fracture of the footplate occurs. 

With the use of controlled pulsating pressures, as 
delivered through the pneumatic hammer, very few 
footplates were found that could not be fractured 
transversely or at their margins. In some cases a 
shattering effect was noted. 

In the event of crural fracture, footplate manipula- 
tion, either manually or by the pneumatic hammer, or 
both, is justified, since the posterior crus often seems 
to reunite with the footplate. The anterior crus does 
not seem to heal after fracture. This may be due to the 
fracture sites being in contact with the otosclerotic 
bone. These observations have been made during 
fenestration surgery on patients who had had a 
previous stapes mobilization performed. 

In general, direct footplate manipulation by any 
means is somewhat hazardous. If mobilization of the 
stapes and footplate as a unit can be accomplished by 
pressures applied through the crura, it is not only 
safer but also seems to give the best over-all result, 
both in hearing gain and permanency. 

The present technique for stapes mobilization con- 
sists of the following: 

A preoperative audiogram is made in the operating 
room. Local anesthesia is used and the approximate 
posterior half of the ear drum is elevated. If the chorda 
tympani nerve obscures the incudostapedial area it 
may be stretched inferiorly or severed. Any bony 
overhang which obscures the pyramidal process is re- 
moved by a curet. The headlight and 12 inch bin- 
ocular loupe are removed at this time and a Welch- 
Allen electric otoscope is substituted for the actual 
mobilization. 

There are various methods of applying mobilizing 
pressures. The convex curve of a dulled Turner 
needle is gently placed on the distal portion of the long 
process of the incus or the posterior edge of the 
capitulum of the stapes, depending on the anatomic 
variations encountered. The incus is not used for 
mobilizing movements in the following situations: 
(1) if the indudostapedial joint is too freely movable; 
(2) if the incus is eccentrically placed on the capitulum 
of the stapes; (3) if the incus is split or dislocated at 
the time pressure is applied; and (4) if the incus is not 
situated at right angles to the underlying crura of the 
stapes. 

Gentle mobilizing movements, superiorly-inferiorly 
and then obliquely, are instituted. As soon as slight 
motion is felt and observed along the longitudinal axis 
of the footplate margin, pulsating manual pressure is 
then applied in direct alignment with the posterior 
crus. As soon as fracture of the footplate occurs along 
its otosclerotic margins or by fracture of the footplate 
itself, a posterior tilting with a sagging of the stapedius 
tendon will be felt and observed. 
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At this point the patient often becomes aware of m9" 


change in the quality and intensity of his own voice 5¢P 
and the voice of the operator. Slight vertigo and; oe 
change in tinnitus are also frequently noted. . di 

If the posterior tilt has been rather marked, in. veh 
creased bleeding in the footplate area and occasiond dun 


escape of perilymph may be noted. This more exces 
sive posterior tilting is usually indicative of tear of they P 
annular ligament. - 


All blood from the middle ear, including th™ . . 
round window area, is carefully aspirated, and th [8 ' 
eardrum and skin flap are replaced. If a significanjy ‘P°* 
improvement on the audiogram is noted, the progno- Ot 
sis is indeed good. If the hearing level is essentially un- - 


changed, or even depressed, it does not necessarily 
indicate ultimate failure of the procedure. In a nun. 
ber of such patients hearing will improve to service To, 
ability, and in some instances the bone-air gap will be Jo 
entirely eliminated within a month after surgery. 27 
The skin flap is allowed to heal without any packing 


being applied in the ear canal. h- 
A mastoid head dressing is allowed to remain og % “ 
the patient until he is discharged from the hospital the 60S 
next morning. Three essential instructions are given fe 
to the patient following the procedure: (1) avoid yt 
blowing the nose; (2) avoid air travel; and (3) avoid th 
getting water in the ear canal for a period of 3 wees “4t 
An oral antibiotic of choice is prescribed at the er 
time the patient is admitted to the hospital and is con- vith 
tinued for 3 postoperative days as a precautionary io 
measure. pies 
A postoperative audiogram is obtained at 3 weeks. be 
4 months, and 1 year following surgery. fi 
The author believes that every case suitable for _ 
fenestration is also suitable for stapes mobilization. ttl 
and that many who are unsuitable for fenestration can ~ 
undergo successful stapes mobilization. He states thai = de 
any patient with an average difference of 20 deci} “a 
between the air and bone curves in any three fre: ne 
quencies may be considered eligible for mobilization. en 
The results of his first 400 cases are presented in the phon 
following generalized form: hon 
1. In ideal cases with a bone-conduction loss of 1! np 
db. or less in the three speech frequencies, approx Ft 
mately two-thirds of the patients who had moblizz os 
tion by the above methods reached the 30 db. level, te 
or better, by air conduction and maintained the im pe 
provement of their hearing for 1 year or more. _ 
2. Considering other than the ideal cases, in which 





the bone-conduction curve was depressed below thf NOS 
10 db. level, the following results may be reported pi, 
(a) approximately one-half of the patients with @ 
bone-conduction loss of 11 to 20 db. at the 500 and C. 
1,000 frequencies and 30 db. or less at the 2,000 fre T 
quency achieved the 30 db. level postoperatively, and 
(b) approximately one-fourth of the patients with 4 T 
bone-conduction loss of 20 to 30 db. at the 500 and 
1,000 frequencies and with a loss of 30 db, or more birtk 
the 2,000 frequency reached the 30 db. level post serti 
operatively. one 
3. Reports of postoperative results in terms | ie th 
achievement to the 30 db. level do not reflect the de- ion 
gree of hearing improvement for many cases in teri TI 
of patient satisfaction. Perhaps a better way of & ceph 
pressing changes in hearing level following mobilize 
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tion surgery is to consider the amount of closure of the 
gap between the air-conduction curves on the audio- 
gram. Of these first 400 cases the following tabulation 
of closure of the bone conduction-air conduction 
audiometric gap is reported as follows: (1) 67 per cent 
of the patients operated on had a 25 per cent or more 
closure of the bone-air gap; (2) 33 per cent had a 50 
per cent or more closure; (3) 25 per cent had 75 per 
cent or more; (4) 11 per cent had complete closure. 

4, In 5 per cent of the patients operated on the hear- 
ing was made worse by 10 db. or more in the three 
speech frequencies 4 months after surgery. Of this 5 
per cent, the hearing in 4 per cent was made worse by 
10 to 20 db. and in 1 per cent by more than 20 db. in 
the three speech frequencies. 

—john 7. Ballenger, M.D. 


Total Reconstruction of the Ear. Lynpon A. PEER and 
Joun C. WALKER, jr. 7. Internat. Coll. Surgeons, 1957, 
27: 290. 

THE AUTHORS present an article on the management 
of congenital defects of the ear. The article actually 
consists of two separate discussions. The first part is 
devoted to the management of the hearing problems 
of children with congenital atresia and congenital 
absence of the external ear canal. The authors believe 
that the patient with one normal ear should have no 
surgical procedures done until the age of 3.5 years, at 
which time the defect can be corrected. In children 
with bilateral atresia, a hearing aid should be utilized 
to facilitate the development of normal speech until 
about the age of 3.5 years when corrective surgery can 
be performed. 

The second portion of the article is devoted to a 
method for forming an external ear framework 
utilizing shavings of autogenous cartilage which are 
placed in a vitallium mold and inserted into a pocket 
under the abdominal skin. The mold is left about 5 
months and then removed. The two halves of the 
mold are separated and the formed framework, which 
is now strengthened by collagenous fibers and blood 
vessels which have grown in from the donor site, is 
then inserted into a pocket in the usual position for the 
ear to have formed. 

From the photographs shown the operation ap- 
pears to have great merit, although the authors 
caution that it is successful only in about eighty per 
cent of the cases. —G. George Maier, M.D. 


NOSE AND SINUSES 


Bilateral Congenital Choanal Atresia; a Report of 3 
Cases Corrected Surgically in the Newborn. Rurus 
C. Morrow. Ann. Otol. Rhinol., 1957, 66: 135. 


THE AUTHOR presents 3 cases of patients with con- 
genital choanal atresia who were treated early in life. 

The first case was of a male in whom dyspnea and 
cyanosis were observed at birth. Forty-one hours after 
birth a transpalatal correction was done with the in- 
sertion of polyethylene intranasal tubes. The child, 
now 11 months old, is doing well although he sleeps 
= an intranasal tube and has to have routine dilata- 
ions. 

The second case was of a male born with a scapho- 
cephalic head. At 2 weeks of age an examination re- 
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vealed incomplete choanal atresia. Dilatation was 
carried out with french urethral sounds and poly- 
ethylene tubes were inserted intranasally. The child 
has had two cranioplasties and at the present time is 
doing well with dilatations at 3 week intervals. 

The third case described was of a female who was 
apparently healthy at birth except for difficulty in 
breathing when her mouth was closed. Emergency 
surgery, consisting of breaking through the atresia 
with a periosteal elevator, was done. The child’s 
condition was improved only after dilatation was 
done with a No. 14 French sound and large tubes were 
sutured intranasally. 

The author also gives a brief background on the 
history of choanal atresia. —G. George Maier, M.D. 


MOUTH 


The Facial Anomalies Associated with Cleft Palate 
(A propos des anomalies faciales associées a la division 
palatine). J. Psaume. Sem. hép. Paris, Ann. chir. plast., 
£957, 332 3. 


NINE HUNDRED patients with cleft palate were hos- 
pitalized on the author’s service since 1943. Measure- 
ments on photographs of normal subjects when com- 
pared with those on individuals with cleft palate re- 
vealed a divergence from the normal in the latter 
cases, not only with reference to the cleft palate itself, 
but also with reference to other structures in the mid- 
region of the face. 

The measurements made are shown in the two ap- 
pended sketches, the normal face being shown on the 
left and the typical face of the individual with cleft 
palate on the right. There is regularly an increased 
length of the interocular space, the distance between 
the medial canthi. Normally this should be equal to 
the distance between the medial and lateral canthus 
of each eye; that is, the distance A A! on the sketch 
should equal the distance A B and A! B'. In order to 
exclude the possible influence on these figures by dif- 
ferences in size of the two ocular clefts, the midpoint 
(M) of the interocular distance was chosen, and the 
most lateral points on the soft tissues covering the 
zygomatic arch (C, C!) marking the greatest width of 
the face. Normally the interocular distance (A, A!) is 
less than a fourth of the maximal width of the face 
(C, C'), the average figure being 0.24 times the latter. 
In the cleft palate material this figure averaged 0.29. 

Considered in this study was also the width of the 
oral cleft (D! D). Normally this measurement should 
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be equal to BM or B' M, respectively. In the subject 
with cleft palate from whom the sketch in Figure 1 
was made, the width of the oral cleft was only 0.74 
times the distance B M instead of being equal to it. 
The photograph of this subject shows that the fault 
lay in the upper lip which was obviously hypoplastic; 
the upper lip was not foreshortened vertically, but in 
a transverse direction, and was abnormally thin. 

Other factors conducing to the peculiar facies of the 
cleft palate subject are a hypoplasia of the. superior 
maxillary bones which are generally poorly de- 
veloped. In one case the dental arch of the upper jaw 
was so narrow that it could not accommodate all of 
the normally sized and numbered teeth. There was a 
resulting confusion of dental eruptions in all directions. 
There was also a flattening of the bridge of the nose 
and under development of the nasal alae. 

The trouble with phonation and the speech of these 
individuals was largely due to faulty development of 
the palate itself. The hypoplasia of the palate, as well 
as that of the upper lip and the alar cartilages, seems 
to be aggravated by the presence of other facial de- 
fects (hare lip, etc.). The cleft palate itself and the 
other defects are not under discussion here, as it is 
merely the associated defects to which the author 
wishes to call attention. The changes in the base of the 
skull in these cases will be discussed in a subsequent 
article. 

Some of these phenomena may be present in the 
absence of cleft palate and a hereditary tendency may 
be uncovered in a study of the family tree of these sub- 
jects, where the presence of more important facial 
malformations may be found. 

— John W,. Brennan, M.D. 


PHARYNX 


Treatment of Membranes and Synechiae of the An- 
terior Part of the Glottis. Justo M. ALonso and 
Jusro Ex1as Atonso Recutes. Arch. Otolar., Chic., 
1957, 65: 111. 


CICATRICIAL AND CONGENITAL membranes of the 
larynx are generally found in the anterior portion of 
the glottic chink. Congenital membranes are usually 
not thick and are easily divided. Cicatricial mem- 
branes, caused by accidental or operative trauma, are 
hard, fibrous, and thick. These membranes usually do 
not interfere with respiration but interfere with 
phonation to a variable degree. 

Endoscopic sectioning of a laryngeal membrane 
can be done easily if it is congenital, but there is a 
marked tendency for them to reform. The authors 
present a solution to the section of these membranes 
and to the prevention of their reformation by an 
endoscopic procedure that they believe is an improve- 
ment on previous endoscopic procedures by avoiding 
certain undesirable features associated with the ex- 
ternal, or laryngofissure, approach. The technique 
consists of sectioning the membrane through an endo- 
scope and introducing a plastic plate between the raw 
surfaces of the vocal cords without performing a 
laryngofissure. 

The plate is made of thin plastic, such as poly- 
ethylene, in a size suitable for the individual’s larynx. 
The anterior edge of the plate is straight and the 


posterior edge is cut on a curve. It is about 1 inch in 
height. A black silk thread is passed through and 
anchored to the anterior straight edge of the plate by 
3 or 4 running stitches. About 20 to 25 centimeters of 
thread are left free at each end. The membrane is now 
sectioned endoscopically, and the plate is brought 
into position between the raw cord edges and fastened 
in place by passing a straight Reverdin-type needle 
into the larynx through the skin and cricithyroid 
membrane at the inferior edge of the thyroid cartilage 
in the midline of the neck. With the larynx under 
direct view of the endoscopist the point of the needle 
is directed up through the glottic chink. The endoscop- 
ist now makes a loop in the lower thread attached to 
the plastic plate and, holding this in a laryngeal 
forceps, threads it through the eye of the needle. This 
thread is brought outward through the skin of the 
neck, and the larynx is entered with the needle above 
at the level of the thyroid notch in the midline. The 
tip of the needle appears in the larynx above the 
anterior commissure. The tip of the needle is elevated 
and threaded with the upper end of the thread at- 
tached to the plastic plate. This end of the thread is 
drawn out to the surface of the skin. By pulling on 
these two ends of the thread the plate between the 
cords is positioned with the help of the endoscopist. 
The external ends of the thread are tied sufficiently 
tight over a piece of rubber tubing to prevent move- 
ment of the plastic plate. 

The patient can eat and breathe freely. The plate is 
left in place for 1 month in the case of a congenital 
web, and for 2 or more months in the case of a cica- 
tricial web. Removal is accomplished by grasping the 
plate with a forcep through a laryngoscope, cutting 
the external sutures at the skin line, and extracting 
the plate from the larynx through the laryngoscope. 

—Fletcher Austin, M.D. 


Surgery Versus Irradiation of Tonsils and Adenoids 
Relative to Conduction Deafness. Suirtey H. 
Baron. 7. Am. M. Ass., 1957, 163: 522. 


ENLARGED AND DISEASED tonsils and adenoids play a 
major role in the development of conduction deafness. 
This hearing loss may be reversible if treated early 
and adequately. In the author’s experience, irradia- 
tion treatment has been of value as a supplement to 
surgery, but its beneficial effect on the nasopharyngeal 
lymphoid tissue has been over-rated. 

One case is presented in which the patient’s con- 
dition showed a transient improvement after each of 
two courses of irradiation, but final cure only after 
removal of the recurrent adenoid masses. The me- 
ticulous surgical removal of tonsil and adenoid tissue 
has no therapeutic equal in removing the major nasal 
and pharyngeal sources of conduction deafness. 

—John Elsen, M.D. 


NECK 


Differential Diagnosis, Pathology, and Treatment of 
Substernal Goiter. Gustar E. Linpskoc and Ira S. 
Go.pEnBERG. 7. Am. M. Ass., 1957, 163: 527. 


IN APPROXIMATELY 10 per cent of the cases of tume- 
faction of the thyroid gland, the enlargement is princi- 
pally downward, with extension through the superior 
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portion of the thoracic strait and into the mediasti- 
num, producing the so-called substernal thyroid. 
Ordinarily, some enlargement of the thyroid gland is 
still visible or palpable in the neck, but not invariably. 
Portions of thyroid tissue may occasionally be located 
in more remote parts of the mediastinum quite separate 
from the gland itself, or connected to it only by a thin 
pedicle. 

Asubsternal goiter must be differentiated from an 
aneurysm of the aortic arch or innominate artery, 
from bronchoesophageal cysts, teratomas, and thy- 
momas, and from benign and malignant tumors of the 
mediastinum. 

Of 31 patients discussed in the article 45 per cent 
were asymptomatic, the lesion being discovered dur- 
ing the course of routine roentgenography. Symp- 
toms when present consisted of a mass in the neck (31 
per cent), dysphagia (26 per cent), dyspnea (19 per 
cent), cough (13 per cent), and hoarseness (10 per 
cent). Symptoms suggestive of hyperthyroidism were 
noted in 19 per cent; no palpable enlargement could 
be detected in 23 per cent and in 45 per cent the en- 
larged gland could be traced by palpation into the 
superior thoracic strait. 

The treatment is surgical removal. The initial in- 
cision was the standard collar-type in all instances, 
and this proved adequate in 28 per cent of the 31 
cases. Further incision through the upper part of the 
sternum was necessary in 2 cases, and supplementary 
posterolateral thoracotomy on the left was necessary 
in 1 case. 

The ages of the patients varied from 28 to 78 years. 
There was only one postoperative death (3.2 per 
cent), and this was in a 74 year old female. 

—Ely Elliott Lazarus, M.D. 


The Value of Biopsy of Lower Deep Jugular (Scalene) 
Nodes as a Diagnostic Procedure. Otiver H. 
Beaurs, OLIVER R. Hunt, Jr., OLIVER M. STorsTEEN, 
and Puiuip E. BERNATZ. Minnesota M., 1957, 40: 152. 


REMovaL of the lower deep jugular (cervical scalene) 
nodes for biopsy in the presence of suspected intra- 
thoracic or intra-abdominal lesions is considered a 
valuable diagnostic aid. Five hundred and three 
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biopsies in 500 consecutive patients were evaluated. 
In 79 instances in which the procedure was carried 
out in the absence of palpable nodes the positive diag- 
nostic rate was 43 per cent. In 424 biopsies in which 
abnormal nodes were palpable the diagnostic rate was 
86 per cent. The operation is technical butsafe and can 
be carried out with minimal morbidity and mortality. 


Dangers of the Carotid Artery Ligature (Ueber die 
Gefaehrlichkeit der Karotisligatur). H. Liu. Alin. 
Med., Wien, 1957, 12: 49. 


THE AUTHOR reviews the literature on the topic of 
the dangers of ligation of the carotid artery, covering 
the type and localization of the process, age, general 
physical condition, choice of the ligature level, and 
methods of diminishing the dangers of ligations. 

Ligation of the carotid artery is indicated in certain 
intracranial aneurysms and some vascular processes 
in the neck region. In the author’s clinic, 21 ligations 
of the carotid artery were performed within the period 
of 10 years. In 15 intracranial and 3 neck aneurysms 
the common carotid artery was ligated. In 1 case the 
internal carotid was ligated because of an intracranial 
aneurysm. In 2 cases ligatures were placed on the 
common, the internal, and the external carotid ar- 
teries because of a malignant tumor in the carotid 
body in 1 case and trauma in the other. 

There were 5 deaths; in 4 cases the autopsy revealed 
encephalomalacia and in 1 it was found that the 
bleeding from the intracranial aneurysm had not 
stopped. Four patients died within 3 days and 1 with- 
in a month after the operation. 

To diminish the dangers of the operation various 
preparatory measures were employed, such as a pre- 
liminary throttling or a tentative compression of the 
artery under the rheographic control of the blood 
supply to the brain. 

The author concludes that ligations of the common, 
the external, and the internal carotid arteries are ex- 
tremely dangerous. On the other hand, ligations of 
the common carotid artery after preparatory measures 
are comparatively harmless even at an old age. A 
case report of a 73 year old patient is discussed briefly. 

—Victor R. Jablokow, M.D. 








BRAIN AND ITS COVERINGS; CRANIAL NERVES 


Management of Intracranial Bleeding. Maurice L. 
Strver. 7. Am. M. Ass., 1957, 163: 1097. 


THE AUTHOR presents his findings and gross conclu- 
sions in 100 consecutive patients with intracranial 
bleeding, in each of whom cerebral angiography was 
performed. It is to be assumed that spinal punctures 
were performed and that each patient had subarach- 
noid bleeding, although this is not specifically stated. 
Fifty-five of the patients were found to have solitary 
aneurysms, and of these, 6 had multiple aneurysms. 
Ten patients had arteriovenous malformations, and 4 
had cerebral tumors. In the remaining 31 patients it 
was difficult to always find the exact cause of the 
bleeding. The cases were somewhat variable—some 
of spontaneous subarachnoid hemorrhages and others 
of subdural hematomas. However, cerebral angiogra- 
phy yielded a definite diagnosis in approximately 85 
per cent of the cases. 

The article is replete with case reports of some of the 
various types of vascular lesions but there is no care- 
ful breakdown as to the exact localization in regard to 
therapy. The author states that in those patients sub- 
jected to surgery there was only a 25 per cent mortality 
rate, whereas in those treated conservatively there was 
an 82 per cent mortality rate. However, the few pa- 
tients who were treated conservatively were those with 
multiple aneurysms, and hence a valid comparison 
between the two groups cannot be made. 

The author believes that any patient with a sub- 
arachnoid hemorrhage, should have the benefit of im- 
mediate angiography, unless he is in extreme shock. 
In this series angiography was performed from 2 hours 
after the presumed bleeding to as late as 3 months, 
without any mortality or morbidity. It is believed that 
the procedure should be done as soon as possible, and 
the treatment instituted as soon as practicable. 

The author’s dogma is well exemplified but ap- 
parently he gives little credence to previous reports in 
medical literature which may hold some variance 
from his own. The over-all importance of angiography, 
however, is well stressed. — Jack I. Woolf, M.D. 


Brain Abscess and Cerebral Venous Thrombosis in 
Congenital Heart Failure (Hirnabszesse und cere- 
brale venoese Thrombose bei kongenitalen Herz- 
fehlern). G. WEBER. Schweiz. med. Wschr., 1957, 48: 
159. 


FIVE CASEs are reported: 4 were instances of cerebral 
abscess and 1 of thrombosis of the superior sagittal 
sinus. All of the patients had congenital heart disease 
and all of the congenital anomalies were of the type 
which produces cyanosis. 

In the first case a chronic, sterile frontal lobe ab- 
scess, weighing 120 gm. was successfully excised by 
H. Krayenbuehl. In the second case an acute non- 
encapsulated abscess of the frontal lobe was opened 
and drained; staphylococci, streptococci, and colon 
bacilli were cultivated from the abscess. The patient 
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recovered, but died 9 months later of a sudden cardiac 
insufficiency. In the third case an acute abscess of the 
left temporal lobe was complicated by an internal 
pyocephalus; the patient died before treatment could 
be instituted. In the fourth case an acute fronto- 
parietal abscess on the right side was complicated by 
bronchiectasis and a craniopharyngioma. At autopsy 
it was found that the orange-sized abscess had en- 
croached on the brain stem, had broken into the right 
lateral ventricle and produced a purulent lepto- 
meningitis. A hemolytic streptococcus (group D) was 
cultivated from the abscess. In the fifth case autopsy 
revealed a thrombus, 10 cm. in length, in the superior 
sagittal sinus, which had extended into the neigh- 
boring veins and resulted in hemorrhagic infarction 
in both frontal lobes, filling of the cerebral ventricles 
with blood clots, and involvement of the brain stem. 
This was a typical instance of the condition termed 
**Fallot’s tetralogy.” 

Including the author’s cases there have been about 
70 instances of cerebral abscess complicating con- 
genital heart disease which have been reported in the 
world literature. On the basis of his experience and 
his study of the literature the author believes that the 
etiology of these abscesses is influenced by the poly- 
erythrocytosis, the increased viscosity of the blood, 
and the peripheral slowing of the blood stream. 

The author concludes that surgical therapy of 
cerebral abscess in congenital heart disease is worth 
while, as 2 of his patients recovered after operation. 

— John W. Brennan, M.D. 


Pituitary Necrosis Due to Implants of Radioactive 
Gold and Yttrium. Stretton Younc. Lancet, Lond., 
1957, 1: 548. 


THE AUTHOR has carefully studied the degree of necro- 
sis of the pituitary gland in an attempt to perform 
hypophysectomy by the insertion of various pellets of 
radioactive material. This study was done from the 
autopsy material of patients who had carcinoma of 
either the breast or prostate and in whom the destruc- 
tion of the hypophysis had been attempted to control 
the growth of the neoplasm. The survival time of the 
patients after the insertion of the radioactive material 
varied from 8 to 150 days. 

There was no attempt made to correlate the clinical 
effectiveness of this procedure as compared to others. 
The article is based primarily on the histopathologic 
study of the pituitary gland in an attempt to evaluate 
the degree of necrosis caused by this procedure. The 
radioactive material was either radioactive gold in 
cylindrical shapes (with and without platinum screen- 
ing) or yttrium oxide pellets. 

It was found that a minimum of about 70,000 
roentgens of gamma irradiation was necessary to pro- 
duce a satisfactory necrosis. However, in no case, even 
when several pellets were implanted, was there a 
complete necrosis of the pituitary gland. It was found 
that the surviving cells were always either around 
blood vessels or adjacent to the capsule. In this respect 
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the findings are similar to those found after section 
of the pituitary stalk. 

There was no evidence of selectivity or specificity 
of destruction to one cell over the other. Mitotic 
activity, which might suggest the potential of regenera- 
tion, was not seen in any of the sections. 

— Jack I. Woolf, M.D. 


Pituitary Tumors. Cart W. Ranp and Rosert W. 
Ranp. Ann. Int. M., 1957, 46: 301. 


THE AUTHORS review 100 cases of pituitary tumors en- 
countered in private practice. These tumors, which 
occurred in patients from 10 to 80 years of age, con- 
sisted of 37 verified solid chromophobes, 10 verified 
cystic chromophobes, 28 unverified chromophobes, 
14 unverified chromophiles, 9 primary malignant 
tumors, and 2 metastatic tumors. Seventy-six per cent 
of the patients had failing vision as at least one of their 
symptoms. Eventually 83 per cent of the patients had 
visual disturbances which indicated involvement of the 
optic nerves, chiasm, or tracts. The duration of symp- 
toms varied from 2 weeks to 10 years. The presenting 
symptom of headache was noted in 19 per cent of the 
cases. The severe headache of patients with acrome- 
galic features have been found to be refractory to 
surgical or medical management and are considered 
to be similar to those of patients suffering from Paget’s 
disease of the skull. Of the female patients, 46 per cent 
were amenorrheic when first seen. 

The authors review the general characteristic ap- 
pearance of the patient with hypopituitarism. Re- 
moval of the adenoma did not produce amenorrhea as 
a postoperative complication. They present the case 
history of a patient with symptoms of a chromophobe 
adenoma occurring in conjunction with the physiologic 
changes of pregnancy. Impotence of the male as a 
partial or progressive complaint was noted in 10 pa- 
tients and it was complete in 7. In no instance was 
potency restored once it was lost. Seven and six-tenths 
per cent of the patients were hypotensive, and 26.1 per 
cent were hypertensive; all of these patients had large 
tumors. The authors document examples of cavernous 
sinus and temporal lobe extension of tumors. Anosmia 
in a patient with a sellar tumor may lead one to sus- 
pect a subfrontal extension of the neoplasm which may 
be malignant. Convulsive disorders were found only in 
1 patient, and these were secondary to temporal lobe 
extension of a chromophobe adenoma. One patient 
was found to have cerebral fluid rhinorrhea, and the 
authors believe the leak resulted from a lesion into the 
sphenoid sinus behind the chiasm. 

The authors describe the roentgenologic appear- 
ances of the sella turcica, and in only 1 case was it 
considered to be nermal. By contrast, the sella turcica 
was completely destroyed in 7 patients. Recalcifica- 
tion and reduction in the size of an enlarged sella 
turcica has been observed in an acromegalic patient 
following irradiation. Rarely, intrasellar calcification 
may develop in a tumor. 

Sixty-six patients were treated surgically with a total 
of 81 transfrontal operations; 15 of these operations 
were re-explorations. Ten additional patients were 
operated upon by other neurosurgeons. The overall 
mortality rate was 7.7 per cent, with death occurring 
from hyperthermia, cerebral edema, gastrointestinal 
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hemorrhage, rupture of the cavernous sinus, and re- 
current epidural and subdural clots. Improvement of 
the visual fields (55.4 per cent) was greater than im- 
provement in acuity (37.3 per cent) in the same num- 
ber of cases. If the visual fields worsened after treat- 
ment then visual acuity deteriorated even faster. 

The authors tabulate their statistics and results of 
follow-up ranging from a matter of months to 25 years. 
Of the total number of patients who had operation 
alone, or preoperative x-ray treatment and surgery, 
approximately 51 per cent had improvement, 14 per 
cent had no improvement, and in 34 per cent the con- 
dition became gradually worse. The results of surgery 
and x-ray therapy alone were almost identical, but 
when x-ray therapy failed, a significant number of the 
patients were benefited later by operation. In this 
group of cases, postoperative radiation was used only 
when the recurrent symptoms developed at varying 
periods of time following operation. Thus the employ- 
ment of radiation was delayed for several years for the 
majority of cases. Irradiation immediately after sur- 
gery was reserved for those patients with excessively 
large or malignant tumors. 

The authors believe that unless there is a marked or 
rapid deterioration of the visual fields or acuity x-ray 
therapy should be tried first, remembering, however, 
that aggravation may occur, acute edema or hemor- 
rhage may occur requiring immediate surgery, and 
that, approximately 20 per cent of tumors are cystic 
and respond poorly, if at all, to irradiation. In the 
majority of cases surgery and irradiation, either im- 
mediate or delayed, give better results as to survival 
and recurrence than does surgery alone. The authors 
review the surgical approaches to the pituitary fossa 
and do not overlook the endoseptal operation. 

The authors review the problem of pituitary 
apoplexy and point out that this condition may be the 
cause of the spontaneous subarachnoid hemorrhage. 
When pituitary apoplexy has been diagnosed by the 
presence of an enlarged sella turcica, immediate ex- 
ploration of the pituitary gland is imperative along 
with the adequate administration of cortisone and its 
related compounds. 

By mentioning the place of cerebral pneumoen- 
cephalography and angiography, the authors indicate 
that the end results in the treatment of pituitary tu- 
mors depend, of course, upon an early and accurate 
diagnosis, as well as on the type of tumor present and 
the institution of appropriate and timely therapy. 

—W. Eugene Stern, M.D. 


First Surgical Interventions on the Brain for the 
Treatment of Gastric and Duodenal Ulcers (Pre- 
miéres tentatives chirurgicales sur le cerveau pour le 
traitement des ulcéres gastriques et duodénaux re- 
belles). P. Frumusan, R. Catran, and M. BucalLle. 
Sem. hép. Paris, 1957, 33: 521. 


IN piscussinc the physiopathological basis of ulcerative 
disease, the authors differentiate two types: (1) the 
digestive ulcer which follows anatomic lesions, spon- 
taneous or induced, and (2) the psychophysiologic 
ulcer, including the clinical data which show the in- 
fluence of the emotional life in ulcerative disease. 
The ulcerogenic action of cerebral lesions is caused 
by the fact that the secretion and gastric circulation is 































332 International Abstracts of Surgery - October 1957 


controlled by the neurovegetative system, especially 
the vagus nerve. The hypothalamo-cortical relations, 
recently established by Clark and Meyer, particularly 
involved the frontal lobe, often considered the ‘“‘vis- 
ceral brain.” Visceral sensations reach this complex 
and impulses from this complex reach the viscera via 
hypothalamic relays. 

The ulcers caused by these neurological lesions are 
almost always acute, sometimes multiple, and hemor- 
rhagic, and usually fatal. They are quite different in 
their evolution from the usual type of ulcers. In the 
usual human ulcerative disease, no neurological lesion 
can be found in the brain. If the patients do not show 
any organic neurological pattern clinically, they are 
persons with a neurotic emotional status, and the 
evolution of their disease is closely related to psychic 
trauma. Experimentally, Bykov showed that the stom- 
ach, like any other viscera, has a certain sensitivity 
which serves as the basis for a conditional reflex 
similar to that produced by external stimuli. Inversely, 
the psychic life exerts control on the visceral actions, 
especially on the gastric type. An irregularity of cortical 
activity, for instance, a neurosis which can be experi- 
mentally produced in animals by repeated collision of 
two conditional reflexes, might elicit important secre- 
tory and vascular gastric disturbance which may lead 
to ulceration. Such disturbances due to cortical activ- 
ity, as well as their visceral sequelae are functional 
and curable. 

If one admits the pathogenic action of certain corti- 
cal influences on the hypothalamus, then it would be 
logical to ablate these influences by interrupting surgi- 
cally the centrifugal and centripetal pathways with 
electrocoagulation in the frontal lobe. 

The authors discuss in detail the novocain infiltra- 
tion and electrocoagulation of the frontal lobe. It con- 
sists mainly of an attempt to produce bilaterally a well 
defined necrotic area in the inferointernal quadrant of 
the white substance of the frontal lobe by injecting 
under pressure 10 to 15 c.c. of 1 per cent novocain. 
The cerebral cortex is usually respected. After the 
electrocoagulation procedure, some of the patients 
present generalized and intermittent epileptiform cri- 
ses which do not appear after the treatment with novo- 
cain; this is probably due to the fact that the novocain 
diffuses into the cerebral cortex. No psychic or per- 
sonality disturbances were observed. 

Concerning the indications for prefrontal electro- 
coagulation in ulcerative disease, the authors state 
that it is indicated only in intractable cases which are 
refractory to prolonged medical treatment, and when 
the usual operative procedures are contraindicated. 
Some of the contraindications are pulmonary tuber- 
culosis, general physical debility, and operative diffi- 
culties because of the location and size of the ulcer. 

In comparing the postoperative complications of 
subtotal gastrectomy or gastroenterostomy and va- 
gotomy with those of prefrontal electrocoagulation, 
the authors recommend the electrocoagulation, espe- 
cially for intractable recurrent ulcerative disease. They 
consider prefrontal electrocoagulation a benign physi- 
ologic operative procedure which leaves the digestive 
tract anatomically and physiologically intact, and, 
furthermore, does not alter the patient’s personality. 

— Maurice Bakaleinik, M.D. 





Indications and Results of Prefrontal Interventions in 
Ulcerohemorrhagic Rectocolitis (Indications et ré- 
sultats des interventions pre-frontales dans les recto- 
colites ulcéro-hémorragiques). R. CaTTan, R. CarAs- 
so, P. Frumusan, P, Natar, and Others. Sem. hop. 
Paris, 1957, 33: 507. 


Discussinc the essential elements of hemorrhagic 
rectocolitis, the authors state that this disease is very 
frequent in women, especially in young girls with an 
anxiety and emotional personality status. The stool of 
some of the patients harbored several different patho- 
genic organisms, such as the Shigella, paracolon 
bacillus, or Proteus. The authors believe that the 
etiological factor in ulcerohemorrhagic rectocolitis is 
a neurovegetative dystonia with digestive manifesta- 
tions maintained by a specific status of the cerebral 
cortex and aggravated by infection which is variable 
in intensity in accordance with the pathogenic agent. 

The authors state that following the most modern 
treatment (physical and mental rest, cortisone, shock 
treatment), there is often a general improvement in 
the condition which lasts months or even years, but 
more often there is a relapse once or twice a year for 
several consecutive years. In other patients, complica- 
tions such as pseudopolyposis, fissure, fistula, stenosis, 
and, more rarely, cancerization may occur. Usually 
a low serum protein is followed by a massive hepatic 
steatosis. During this period one might see different 
types of arthritis, septicemia, and phlebitis. The 
greatest danger is perforation, which is usually unex- 
pected and always fatal. In other cases, no matter 
what treatment is instituted, the evolution of the dis- 
ease is immediately serious. 

Concerning the surgical aspect of the problem, the 
authors believe that patients with rectovaginal fistula 
and hepatic steatosis who reveal a low serum protein 
should be considered for surgical treatment, an ileos- 
tomy with a proctocolectomy in one or two stages. 
However, certain patients with rectal colitis have an 
unexpected and total remission. These patients usually 
gain from 10 to 15 kgm. in 2 months. 

As this disease produces a very great disability, es- 
pecially in young girls, which prevents them from 
leading a normal life (marriage and bearing children), 
the authors suggest the use of the local injection of 
novocain and electrocoagulation of the inferointernal 
quadrant of the white matter of the prefrontal lobe. 
However, the local infiltration of novocain was dis- 
carded, as it was difficult to control the diffusion of the 
novocain beyond the area to be injected. Once the 
authors used the local infiltration of novocain to 
deaden the pain in a patient operated upon for non- 
resectable cancer of the parotid gland. In this particu- 
lar case, the patient presented massive gastric, intra- 
peritoneal, splenic, and adrenal hemorrhage after the 
operation with subsequent fatal outcome. The au- 
topsy showed that the novocain had diffused to the 
central gray nucleus and that the optic stratum was 
totally destroyed. 

Therefore, the electrocoagulation method is pre- 
ferable. It usually produces a necrotic area on the in- 
ferointernal quadrant of the prefrontal lobe between 
7 and 8 mm. in diameter. The electrocoagulation is 
done in an attempt to disconnect the relationship be- 
tween the hypothalamus and the gray matter of the 
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frontal lobe. The operative procedure is usually a one- 
stage bilateral electrocoagulation which is usually 
sufficient; however, should a second operation be 
necessary this could be done percutaneously through 
the trepanation area. 

Postoperatively the patients may complain of slight 
rigidity of the neck or headache. There is no change 
in the mental status. The electroencephalogram is 
within normal limits. The operations on the pre- 
frontal lobe have an elective action on hemorrhage, 
pain, and, in a lesser degree, on diarrhea. There is an 
improvement of the patient’s general status. charac- 
terized by an increase of appetite and gain in weight. 
The proctoscopic examination showed the disap- 
pearance of the hemorrhagic rectocolitis. 

Prefrontal electrocoagulation does not have any 
elective action on pseudopolyposis or stenosis when 
they seem fully organized. The authors report several 
of their cases in which the results were not so satisfac- 
tory as well as cases of total failure. 

— Maurice Bakaleinik, M.D. 


PERIPHERAL NERVES 


Malignant Neoplasms of the Sciatic Nerve (Contributo 
allo studio delle neoplasie maligne dei nervi spinali 
periferici; sui sarcomi del nervo sciatico), ANIELLO DE 
Sanctis, Gior. ital. chir., 1956, 12: 766. 


THE AUTHOR reports the cases of 3 female patients in 
the second decade who had neuropathic disease of 
the sciatic nerve of 3 months’ to 2 years’ duration 
which was associated with a palpable tumor mass in 
the distribution of the sciatic nerve. These tumor 
masses were well encapsulated and complete resection 
was possible with removal of the involved nerve. The 
histologic features of these lesions are discussed at 
length. 

The tumor masses contained a mature, collagenous, 
fibrous capsule. The fibrous tissue formed a matrix 
within the tumor mass, and fibrous strands were seen 
to fuse to argentophilic fibrils which were grouped 
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around large neural cells with a large nucleus in 
various stages of mitosis. The lesions were moderately 
vascular, and contained islands of small round cells 
with a darkly staining nucleus. There was no evidence 
of transvenous or lymphatic involvement. Thus, these 
tumors are highly malignant because of their cytologic 
appearance only. 

The tumors are probably neural in origin (cells of 
Schwann) and the relation of these tumors to sar- 
comas is discussed at length. 

—Roland A. Manfredi, M.D. 


SYMPATHETIC NERVES 


The Identification of Sympathetic Segments. JosEPH 
Pick. Ann. Surg., 1957, 145: 355. 


THE AUTHOR discusses the problem of identifying the 
thoracic and lumbar sympathetic segments in man. 
Special dissections of the cadaver material furnished 
the basis for the study of the human thoracolumbar 
sympathetic system. The anatomic data were supple- 
mented by observations made in patients in whom 
sympathectomies had been performed. 

Sympathetic segments should be identified by the 
origins of the gray rami communicantes from the 
sympathetic trunk rather than according to sym- 
pathetic ganglia or any other landmarks. 

The anatomic relationships of both the white and 
gray rami communicantes of the thoracic and lumbar 
regions are described, and the surgical approach to 
each thoracic and lumbar sympathetic segment is 
given. 

Occasional aberrant sympathetic pathways may 
interfere with the accuracy of the method of de- 
termining sympathetic segments suggested here; it is, 
nevertheless, recommended to surgeons, because the 
gray rami communicantes appear to be more constant 
structures than the sympathetic ganglia or other land- 
marks and represent a more reliable guide in recogniz- 
ing the segmentai distribution of the sympathetic 
fibers. — Joseph Ransohoff, M.D. 
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CHEST WALL AND BREAST 


Chest Injuries: Analysis of 365 Cases. THomas W. 
Jones. Northwest M., 1957, 56: 431. 


THIS REPORT is a preliminary review of 365 patients 
with chest injuries seen and treated at the Kings 
County Hospital, Seattle, Washington, from January 
1948 through August 1954. Ambulatory patients with 
minor chest injuries are not included. Simple injuries 
were defined as closed injuries limited to the chest 
wall, and complex injuries were those associated with 
fracture of the ribs with or without visceral injury. 
(The mortality rate has been lower throughout the 
years from 1910 to 1948, and the author suggests that 
these changes may be due to the increasing use and 
speed of the automobile). Ninety-seven per cent of the 
complications exhibited by the patients with complex 
injuries were due to or involved a combination of 
hemothorax, pneumothorax, and subcutaneous em- 
physema. 

Head injury was one of the primary causes of death 
in patients with associated injuries amounting to 45 
per cent. Thirty-three per cent of the injuries were 
due to the automobile, but automobile injuries were 
the cause of 75 per cent of the deaths while there 
were no deaths attributed to falls at home or at work. 

An over-all mortality rate of 14 per cent was re- 
corded. Of the patients who died, 61 per cent had 
either a head injury or crush injury of the chest. There 
was an additional group of 17 per cent with both a 
head injury and crush injury. This gave a total of 78 
per cent of the patients who died from either a head 
injury or a crush injury of the chest. Theoretically an 
individual who has both a head and crush injury has 
less than a 60 per cent chance of survival. The author 
lists the requirements considered necessary for im- 
provement in the survival rate of these patients 

—Allan D. Callow, M.D. 


Cortisone Thyroid Therapy of Metastatic Mammary 
Cancer. H. M. Lemon. Ann. Int. M., 1957, 46: 457. 


THIRTY CASES covering 13 patient years and present- 
ing cortisone inhibition of advanced mammary cancer 
are reported and summarized. As cortisone in main- 
tenance doses of 50 to 100 mgm. suppresses adreno- 
cortical secretory activity and augments pituitary 
gonadotrophin excretion, ovarian function must be 
absent if estrogenic endocrine secretion is to be re- 
duced. Amenorrhea induced by irradiation appears 
insufficient and oophorectomy must supplement cor- 
tisone therapy in patients under 65 to 70 years of age. 
Cortisone may be effective as an initial form of treat- 
ment of inoperable disease, or as treatment of last 
resort, when irradiation of the tumor and sex hor- 
mone therapy are no longer effective. 

Objective palliation has lasted as long as 18 to 37 
months in 62 per cent of all cases, with osseous repair 
in 24 per cent. There is some indication that thyroid 
therapy in maintenance doses of 15 to 120 mgm. 
produces prolonged remissions by decreasing the side 
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effects of cortisone and reinforcing the tumor-sup- 
pressive action of this substance. Although cortisone 
and thyroid may act chiefly through inhibition of the 
pituitary gland, in reducing the production of the 
adrenocortical sex hormone, the possibility exists that 
they function antagonistically to estrogenic stimula- 
tion of the target organ. 
—W. Foster Montgomery, M.D. 


Sarcoma of the Breast; a Study of 30 Cases. S. Kurv- 
vILLA. J. Postgrad. M., Bombay, 1957, 3: 23. 


THE AUTHOR reports a rather extensive series of pa- 
tients with sarcoma of the breast seen at a Bombay 
hospital. Thirty cases of sarcoma of the breast were 
encountered during the years from 1941 to 1945. 
During this same period there were 1,596 cases of 
carcinoma of the breast. The over-all incidence of 
sarcoma was 1.8 per cent of all malignant tumors of 
the breast. The age incidence of the patients varied 
from 18 to 77 years. Eighteen patients were between 
21 and 40 years of age; the average age was 39.4 years. 

Fibrosarcoma was the most common tumor in this 
group and was present in 19 of the 30 patients. 
Metastases to regional lymph nodes are rare in 
sarcomas of the breast, with the exception of carcino- 
sarcoma and lymphosarcoma. Lymph node involve- 
ment in fibrosarcoma indicates a grave prognosis. 
Metastasis occurs mainly through the blood stream. 

Because of the rarity of lymph node involvement, 
the treatment of fibrosarcoma by simple mastectomy 
has been considered adequate by some authors. 
Others state that in view of the fact that axillary node 
involvement does occur, radical mastectomy should 
be done. Since the severity of the tumor is due in most 
instances to its extension into fascial planes or blood 
vessels, the pectoral fascia (and preferably the pectoral 
muscle as well) should be removed with the breast. 
In the present series 16 patients were treated by 
simple mastectomy, and only 5 by radical mastec- 
tomy. 

The author suggests that the over-all prognosis for 
patients with sarcoma of the breast, regardless of the 
type of operative treatment used, is usually better 
than that for patients with carcinoma of the breast. 

— Orville F. Grimes, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Tracheitis Sicca; Successful Treatment with Pan- 
creatic Desoxyribonuclease (Dornase ). Brock Lyncu, 
Eucene E, Cuirrton, and Joun Lewis. WV. England 7. 
M., 1957, 256: 495. 


THE AUTHORS discuss tracheitis sicca, a syndrome seen 
in patients with tracheostomies, most frequently after 
total laryngectomy. The condition may come upon 
the patient at any time following the tracheostomy 
but is most prone to occur during periods of sudden 
change toward lower temperatures. Thick, ropy 
secretions with firm incrustations forming adherent 
intratracheal casts are characteristic. The violent 
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coughing caused by these viscid secretions results in 
mucosal bleeding, clot formation, and a vicious cycle 
which increases the cough and morbidity. 

The authors used pancreatic desoxyribonuclease or 
dornase, dissolving one vial containing 100,000 units 
in 2 to 4 cubic centimeters of saline solution and 
injecting it through a miultifenestrated, fine poly- 
ethylene catheter into the trachea of 10 such patients. 

The usual measures of steam, surface wetting 
agents, and manual débridement had been ineffective 
in controlling the symptoms. Using the enzyme in 
daily treatments, the patients in their series were 
returned to a normal status in from 2 to 10 days. The 
rate of improvement seemed to correspond with the 
chronicity of the process rather than with its severity. 
An illustration of the catheter technique of installa- 
tion together with summaries of the case reports are 
included. — Kenneth L. Hardy, M.D. 


A Note on the Prognosis of Pulmonary Agenesis and 
Hypoplasia According to the Side Affected. ALEx- 
ANDER J. SCHAFFER and Row.anp V. RuiweR. 7. 
Thorac. Surg., 1957, 33: 379. 


CoNGENITAL ABSENCE or hypoplasia of the lung on one 
side is a rare congenital anomoly. A preliminary re- 
view of the literature led the authors to believe that 
the mortality of patients with agenesis on the right side 
was higher than that of patients with the lesion on the 


‘left side. Their opinion was strengthened by statistics 


which were published in 1953 after a review ofall of the 
reported cases. The incidence on the two sides was 
about the same, but the mortality was definitely 
greater when the right side was involved. The authors 
think that there is a greater shift of the mediastinal 
structures when the right side is involved, and that 
this is probably the most significant factor in the actual 
figures for survival. —Harold M. Unger, M.D. 


The Vulnerable Middle Lobe. L. James Burs and 
Dean B. Cote. Virginia M. Month., 1957, 87: 165. 


SINCE THE FIRST publication in America describing 
atelectasis, fibrosis, and pneumonitis of the right mid- 
dle lobe as a clinical entity in 1948, numerous cases 
have been reported. The findings have been quite 
uniform and difference of opinion has been confined 
in the main to terminology. 

The anatomic basis for the vulnerability of the 
tight middle lobe to obstruction and its sequelae is 
twofold: first, the almost 90 degree angle at which 
the bronchus of the middle lobe leaves the right 
main bronchus and second, the fact that the bronchus 
of the middle lobe lies in the lymphatic pathway from 
the right lower lobe and is closely surrounded by 
nodes which drain the lower and middle lobes. The 
sequence of events leading to bronchostenosis consist 
of infection, tuberculous or otherwise, in the right 
lower or middle lobe, spread of the infection via 
lymphatic drainage to the regional nodes, and an acute 
adenitis. The enlargement of the nodes may be suf- 
ficient to cause complete or partial obstruction abetted 
by the edema and congestion distal to the obstruc- 
tion. If drainage and subsidence of the inflammation 
occur, fibrous tissue proliferation of the bronchial 
wall or adjacent lung parenchyma may lead to distor- 
ton of the bronchus facilitating obstruction or subse- 
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quent infection. A caseous or calcareous node may 
ulcerate through a bronchus leaving a permanent 
partial or complete stricture. Bronchiectasis as else- 
where results from degenerative change in the bron- 
chial wall due to infection, atelectasis, and distention 
of the bronchial lumen with mucus and the products 
of infection. 

These authors have observed 27 cases with findings 
of disease of the middle lobe. There were 17 females 
and 10 males. The symptoms were nonspecific, 
merely indicating that some type of respiratory ab- 
normality was present. 

Roentgenographic studies offered the most diag- 
nostic help and of these the lateral chest film was the 
most informative. The patterns in bronchograms vary. 
The right middle lobe bronchus may not be out- 
lined, which could be attributed to faulty position 
when the contrast media was introduced. In 11 pa- 
tients examination with a bronchogram was made. 

Bronchoscopy was performed on 15 patients and 
seemed to offer a great amount of help in identifying 
purulent secretions, foreign bodies, or in obtaining 
tissue for study. 

Resection was carried out in 7 patients, following 
failure to improve on conservative measure. The 
pathologic condition was atelectasis in 5 instances, 
bronchiectasis in 1, and lung abscess in 1 case. There 
were no fatalities. In 1 operated patient a broncho- 
pleural fistula developed which necessitated a second 
operation. — Matthew H. Evoy, M.D. 


The Results of Pulmonary Resection in the Treatment 
of Tuberculosis; an Evaluation of 201 Consecutive 
Resections. Jack C. Cootey, Frirz H. Moser, and 
Gustar A. HepBerc. 7. Thorac. Surg., 1957, 33: 383. 


THE AUTHORS review the cases in which pulmonary 
resection was used in conjunction with chemotherapy 
in the treatment of pulmonary tuberculosis at the 
Nopeming Sanatorium, Nopeming, Minnesota. The 
years 1951 through 1954 were chosen for this study 
because this period of 4 years represents a time when 
the combination of surgery and chemotherapy was 
used extensively in the management of the tuberculous 
patient. 

There were 189 patients who underwent resection 
as part of the regimen planned for the treatment of 
pulmonary tuberculosis. Twelve of these patients un- 
derwent bilateral pulmonary resection nonsimulta- 
neously, bringing the total number of resections to 
201. The ages of these patients varied from 8 to 65 
years, with the heavy distribution occurring in the 
third, fourth, and fifth decades. The sex ratio was al- 
most equal, there being 92 male and 97 female 
patients. 

Classification was made on the basis of the disease, 
whether the tuberculosis was minimal, moderately 
advanced, or far-advanced: in 59 patients it was far- 
advanced, in 93 moderately advanced, and in 37 it 
was minimal. In 181 patients Mycobacterium tuber- 
culosis was isolated while in 8 no bacterial proof of 
tuberculosis was found. Operation was performed in 
these 8 cases because clinically, roentgenographic- 
ally, and by response to treatment, the patients were 
all thought to have tuberculosis. All 8 were found to 
have fibrocaseous lesions pathologically, and 4 had 
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cavitation. Chemotherapy consisted primarily of com- 
binations of three drugs: streptomycin (or dihydro- 
streptomycin), para-aminosalicylic acid, and isonia- 
zid. 

All 189 patients were followed up for periods rang- 
ing from 2 months to 4.5 years. Follow-up was ac- 
complished by roentgenologic, gastric, and sputum 
studies in the postoperative sanatorium phase, and 
then by gastric and roentgenologic studies at inter- 
vals of 3 to 6 months for varying periods following the 
patient’s dismissal from the sanatorium. Good results, 
with continued sputum conversion and roentgeno- 
logic stability of the residual lesions, were obtained 
in 160 of the 189 patients (85 per cent). An additional 
7 patients were followed up roentgenologically only 
and all of them appeared to have a good result as 
determined by their roentgenologic and clinical sta- 
bility. The total number of patients with good results 
was thus 167 (88 per cent). 

Certainly only a part of the credit can be allocated 
to resective surgery. Good sanatorium care and a well 
planned chemotherapy program are an integral part 
of the over-all management of the tuberculous pa- 
tient undergoing pulmonary resection. 


The Fate of the Residual Pleural Space Following 
Small Resections for Pulmonary Tuberculosis. 
Wiison WEISEL, Ropert F. Tuimmic, and RayMonpD 
R. Watson. 7. Thorac. Surg., 1957, 33: 390. 


THE PRESENCE of a residual pleural space due to in- 
complete lung re-expansion following lung resection 
for pulmonary tuberculosis has been considered a 
potentially serious complication of the procedure. 

A series of 100 consecutive cases of small resections 
performed on 90 patients as primary major surgical 
procedures, between November, 1950 and November, 
1954, is reported. In order to evaluate the status of 
the many dangers encountered, a policy of careful 
observation and follow-up was adopted in caring 
for patients with a residual pneumothorax or pleural 
space after operation. The decision to operate further 
was made only on the development of an empyema or 
other complication of comparable magnitude. 

The primary surgical procedures were 70 segmental 
resections, 18 subsegmental resections, and 12 wedge 
resections. Decortication was performed 12 times 
as a concomitant procedure. The majority of the 
residual spaces were observed within 72 hours; how- 
ever, at least one patient developed a space on each 
succeeding day up to the tenth postoperative day. All 
of the spaces developed in spite of the routine use of 
multiple chest catheters for subaqueous negative 
pressure drainage of the pleura. Once the space 
was recognized, negative pressure drainage was con- 
tinued until it was considered to be ineffective; the 
catheters were then removed and the space was 
studied by means of roentgenography, needle aspira- 
tion, the injection of foreign material to determine 
the presence of fistulas and/or for reinsertion of cathe- 
ters in the space. 

The length of time that the pleural pocket was 
seen roentgenographically varied from 10 to 937 
days, the average being 97 days. 

It was concluded that the fate of the residual space 
after small resection is usually one of gradual reso- 


lution, and infection of the space is rare. Careful 
expectant observation can be safely advised for a 
pleural space developing after a small resection for 
tuberculosis, provided the physician and patient are 
confident that a regular schedule of follow-up ex. 
amination will be followed by both. 

— Stephen A. Zteman, M.D. 


Fixation of Pulmonary Apex with Tantalum Mesh 
After Extrafascial Apicolysis (Fissazione dell’ apice 
polmonare con rete di tantalio dopo apicolisi extra. 
fasciale) C. Morone. Chir. torac., 1956, 9: 633. 


THE AUTHOR retraces the progressive development of 
thoracoplasty in the treatment of pulmonary tuber- 
culosis. He presents a technique in which, after per- 
forming a thoracoplasty according to the method of 
Semb, he fixes the apex at the desired level by using 
a horizontal piece of tantalum mesh molded to con- 
form to the collapsed lung. The mesh is sutured over 
the muscles. The object is to prevent re-expansion 
of the collapsed lung. —Lucian 7. Fronduti, M.D. 


Radiation Management of Apical Lung Tumors, 
Lewis L. Haas, Rocer A. Harvey and Cuartes F, 
ME cuor. 7. Thorac. Surg., 1957, 33: 496. 


APICAL LUNG TUMORS are separated from other lung 
lesions for this discussion because their clinical and 
radiotherapeutic behavior is different. The authors 
attempted subdivision of the disease according to its 
extension into the following stages: 

Stage 1. Pulmonary involvement only. 

Stage 2. Involvement of the chestwall and soft 
tissues, including the mediastinum, only radiologically 
or surgically detectable (without Horner’s syndrome 
or bony destruction). 

Stage 3. Extension to the bones, ribs, and vertebrae. 

Stage 4. Paravertebral extension with sympathetic 
neural involvement, indicated by Horner’s syndrome. 

Stage 5. Formation of regional or distant metastases. 

These patients with apical tumor had irradiation, in 
part by conventional x-rays, and in part by high 
energy x-rays of the betatron. The reports of 8 cases, 
in which the treatment was conventional x-ray 
irradiation over the past 12 years, were found in their 
files and are given in detail. Another tabulation is of 
10 patients who had been treated by 22.5 million volt 
betatron x-ray radiation in the past 6 years. Seven- 
teen were male patients and 1 female. The presenting 
symptoms at the time of the irradiation were pains 
in the shoulder, arm, and chest most frequently, but 
weight loss, weakness, and cough also occurred fre- 
quently. 

Based upon comparisons within their own material 
as well as with the data in the literature, the betatron 
radiation excelled by far the conventional x-rays in 
therapeutic effect. The conventional x-ray radiation 
case figures showed that the 1 patient who was cured 
for 11 years was regarded as an exceptional curiosity 
in radiosensitivity. In the other 7 cases, the results 
conform to the data of the literature. The 10 betatron 
radiation case figures showed 2 patients to be living 
and well, 11 and 27 months after radiation. The 
deceased patients had survived for an average of 29.7 
months from the time of onset. The radiation effect 
on subjective symptoms such as pain was manifest in 
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their disappearance or marked decrease for variable 
durations, in the significant reduction of the patient’s 
suffering, and in the duration of the terminal stage. 
The objective effect of radiation could be followed 
clinically or radiologically by the reduction or dis- 
appearance of the tumor, by recalcification of the 
destroyed costal or vertebral bony structures, by the 
gain in weight and strength, by the resumed and pro- 
longed useful life, and by the disappearance or regres- 
sion of the tumor in the autopsied patients. 

These authors believe it is worthwhile to employ 
irradiation in all cases of apical tumors to procure 
significantly prolonged periods of useful life and possi- 
ble cure, or at least in the far advanced cases, to 
give palliative aid during the remaining life of the 
patient. — Matthew H. Evoy, M.D. 


Ciliary Streaming in the Bronchial Tree and the 
Time Element in Carcinogenesis. A, C. HiLp1nc. 
N. England 7. M., 1957, 256: 634. 


THE AUTHOR describes the physiology of the ciliary 
streaming and drainage of the tracheobronchial tree. 
He points out several ways in which inhaled carcino- 
genic substances might accumulate and pause for a 
time at certain areas in the tracheobronchial tree. 

Studies were carried out upon the lower respiratory 
trees removed at 21 autopsies and from 73 cows and 
49 calves. Ciliary streaming was observed grossly and 
microscopically by watching droplets of India ink ap- 
plied to the mucus blanket which overlies the ciliated 
respiratory epithelium. 

In general, the flow of the ciliary stream is upward. 
Presumably, it arises in the respiratory bronchioles 
where the cilia are first encountered. At its origin, 
the stream bed is very wide as it is related to the sum 
of the circumferences of the bronchioles. As the stream 
reaches the trachea, it narrows to about 50 milli- 
meters, the usual circumference of the trachea. 

From the foregoing, it is seen that the greatest 
volume of flow is found in the trachea. It is thought 
that the rate of flow in the trachea is 12 to 16 milli- 
meters per minute. 

In the course of its flow, the ciliary stream reaches 
certain obstructions. Among these are the bronchial 
openings around which the stream must branch to 
pass on either side. The mucus blanket does not span 
the openings of these bronchi but divides in order to 
pass the margins of the opening. When the divided 
stream has passed the opening of the bronchus, the 
two halves do not converge but continue to diverge. 
Ciliary narrows occur to obstruct the flow of the 
ciliary stream. These occur where two or more bronchi 
enter at approximately the same level. Much of the 
circumference of the bronchus may be taken up by 
the openings of the tributary bronchi, and the narrow- 
ing of the stream at this point is extreme. 

_A phenomenon was observed which may be of great 

significance. At the midpoint of the septum where 
two tributary bronchi join, a whirlpool was seen to 
form in a number of specimens. This whirlpool was 
seen to form at the point where the ciliary streams 
from each of the two bronchi split to pass anteriorly 
and posteriorly, a four-way split. These whirlpools 
were seen to persist for a significantly long period of 
ume, 
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Other obstructions to the ciliary stream which were 
found to split the stream were islands of non-ciliated 
epithelium and the squamous epithelium on the mar- 
gin of the vocal cords. With the artificially deciliated 
islands, the effect on the ciliary stream was consider- 
able. Accumulations of the indicator occurred on these 
islands and persisted for a time. 

The above observations may be related to carcino- 
genesis. Cigarette smoking has been linked to cancer 
of the lung. A tar film blanket floating upon and in- 
corporated with the mucus blanket would tend to 
slow and stop at the same points as the mucus blanket. 
Thus at naturally occurring squamous islands, the tar 
might accumulate. Further, the tar might accumulate 
just as readily as the India ink indicator in the whirl- 
pools observed in the middle of the bronchial septa. 
Also, at the vocal cords where the mucus blanket 
splits and accumulates, any contained tar must be- 
have similarly. 

It is known that squamous cell carinoma of the 
lung tends to occur among the larger bronchi in the 
hilus of the lung. The hilus is the area where the 
mucus blanket has been gathered from a wide stream 
bed into a narrow one; where the larger bronchi, 
which act as obstructions, occur; and where the is- 
lands of squamous epithelium and the ciliary narrows 
are found. In the trachea, where carcinoma is infre- 
quent, few obstructions are found. Carcinoma is en- 
countered again with frequency on the vocal cords. 

— John 7. Bergan, M.D. 


Review of 910 Cases of Bronchial Carcinoma with 
Results of Treatment. W. FRANK NicHotson, MILEs 
Fox, and A. GRAHAM Bryce. Lancet, Lond., 1957, 1: 
296. 


BETWEEN 1948 anp 1954, 910 consecutive, investigated 
cases of patients with proved bronchial carcinoma 
were seen and treated at the Manchester Royal In- 
firmary. This large group of patients is presented and 
evaluated for clinical features, morbid anatomy, and 
prognosis. The most common symptom was cough, 
but this is so common a symptom in the industrial 
area that frequently no importance is attached to it 
by the patient. However, change in the character of 
the cough, the development of chest pain, infection, 
fever, hemoptysis, and dyspnea usually brought the 
patient to the doctor. The symptoms of hoarseness, 
dysphagia, pain in the arm, venous obstruction, and 
severe loss of weight are all considered late symptoms. 

On the average, from the onset of the warning 
symptoms, 6 months elapsed before the patient at- 
tended the clinic. This delay in seeking treatment re- 
mained constant in the 7 years of the study in spite of 
the increasing prominence given to the subject gen- 
erally. The involvement of the two lungs were about 
equal, the upper lobes being more frequently in- 
volved than the lower. Although the tumors varied 
somewhat in their histologic appearance from area to 
area, an attempt was made to categorize them by their 
more differentiated sections. In the 414 cases of tu- 
mors histologically proved, 56 per cent were squa- 
mous-cell carcinoma, 6 per cent were adenocar- 
cinoma, and 21 per cent oat-cell carcinomas. The 
rest consisted of spheroidal-cell neoplasms 8 per cent, 
anaplastic 8 per cent, mixed salivary and transi- 
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tional cell .8 per cent, and sarcomas .3 per cent. 
Oat-cell and spheroidal-cell neoplasms had an al- 
most hopeless prognosis. The operability rate and 
expectation of life after resection were a great deal 
better for squamous-cell carcinoma and adenocar- 
cinoma. The proportion of men to women was 13 to 1. 

Of the 910 patients seen, 340 had thoracotomies 
and 191 had radical operations with a hope of cure. 
In the first 5 years of the study, 52 per cent of the 
thoracotomies led to a radical operation, which in 
the last 2 years, increased the hope of cure to 69 per 
cent. Of 720 patients seen during the years from 1948 
to 1952, 255 had thoracotomies, and of these 132 had 
a radical operation and 44 survived 3 years; i.e., 33.3 
per cent of the patients were operated on with a hope 
of a cure and 6 per cent of all the patients seen during 
that period survived 3 years. 

— Ward D. O'Sullivan, M.D. 


The Pathogenesis of Postoperative Mediastinal Em- 
physema (Su alcuni aspetti del meccanismo patogene- 
tico dell’enfisema mediastinico post-operatorio). G. 
Ceccui. Chir. torac., 1956, 9: 699, 


THE AUTHOR used experimental means to determine 
the mechanism of postoperative mediastinal emphy- 
sema. He considers this condition to be a rare com- 
plication of surgery in the human. 

He injected carmine-colored gelatin into the sub- 
pleural spaces of the lungs of dogs and followed its 
course towards the mediastinum. He also injected this 
colored substance into the parenchymal stroma near 
the hilum. Five dogs were used and macroscopic and 
microscopic studies of the tissues were made. 

In a second group 8 dogs were used. These were 
intubated and then insufflated with air under pressure. 
This procedure was repeated during the day and for 
successive days until the dogs remained permanently 
dyspneic. Three of the 8 dogs showed the develop- 
ment of mediastinal emphysema. 

After discussing the various mechanisms involved, 
the author believes that the best explanation is that 
the air in the interstitial tissue about the various 
bronchi is absorbed by the lymphatic vessels and then 
deposited in the regional lymph nodes. 

—Lucian 7. Fronduti, M.D. 


HEART AND PERICARDIUM 


Surgical Treatment of Congenital Heart Disease; the 
Evaluation of Diagnostic Data. James V. MALONEY, 
JR., and Prerce J. Fiynn. California M., 1957, 86: 173. 


THE TASK of the cardiologist is becoming more difficult 
since the use of hypothermia and pump-oxygenators 
has enabled surgeons to operatively repair many lesions 
formerly considered hopeless from a correctional 
standpoint. Ifsuch surgical advance is to continue with 
an ever lowering mortality, a precise anatomic diag- 
nosis must be established preoperatively. This will 
allow the surgeon to select not only the proper opera- 
tive approach to the problems, but also to know the 
technical devices that must be available prior to 
undertaking the procedure. 

While the history, physical examination, fluoroscopy 
with barium in the esophagus, and electrocardiogram 
often supply the diagnosis, the importance of perform- 


ing cardiac catheterization and angiocardiographic 
studies more frequently is not evidence of less diag. 
nostic acumen or ability but a reflection of the expand- 
ing surgical ability to correct multiple anomalies at a 
single operation. When such is possible, a more fre- 
quent use of precise diagnostic methods is mandatory. 

The complexity of cardiac diagnosis has so increased 
that it is wise to have a cardiac team consisting of a 
pediatric cardiologist, a radiologist, and a physiologist 
to help the surgeon in the diagnosis and selection of 
the operative procedure to be used. It is desirable to 
have one of the members of the team available in the 
operating room during all cardiac operations, as the 
surgeon is sometimes faced with totally unanticipated 
problems despite a previous thorough evaluation. At 
such times the surgeon may be able to obtain addi- 
tional diagnostic information which may require the 
re-evaluation and appraisal of his colleagues in this 
joint clinical problem of congenital heart disease. 

A case report of coarctation of the aorta with patent 
ductus arteriosus and interventricular septal defect is 
presented to illustrate the use of several diagnostic 
methods. — Jack A. Thompson, M.D. 


Symposium on Coronary Artery Disease: Blood Sup- 
ply to Ischemic Myocardium Distal to the Occlusion 
of a Coronary Artery. CLaupe S. Beck. Dis. Chest, 
1957, 31: 243. 


WHEN A CORONARY artery is narrowed or occluded, 
the fate of the human being or an experimental dog 
depends upon the amount of blood in the ischemic 
myocardium. This is a basic statement presented as a 
first requirement in understanding the coronary prob- 
lem. With this basic principle in mind, numerous 
effective methods of treatment have evolved. The 
amount of blood distal to the stenosis or occlusion 
determines the responses that occur after a coronary 
artery is narrowed or occluded. The responses of the 
heart are of two types: one, which concerns the pro- 
duction of electric currents, and the other, which con- 
cerns death in the heart muscle. These responses are 
related in that each concerns oxygenated blood in the 
ischemic myocardium but in other respects they are 
independent biological processes. 

The application of an excellent study in the experi- 
mental laboratory on the oxygen differentials of the 
heart is presented by the author. The amount of 
oxygenated blood delivered to the heart does not 
determine the electrical stability of the heart, for in 
general a cyanosed patient has a stable heart. The 
heart of a congenitally cyanosed patient is stable. Asa 
rule, when it stops beating it does not fibrillate; it stops 
in asystole. A fatal heart attack in the presence of 
coronary artery disease is caused by stenosis or occlu- 
sion of a coronary artery that reduces the blood supply 
to the muscle supplied by this artery. A current due to 
oxygen differential is produced and this current 1s 
strong enough to fibrillate the heart and causes the 
attack. 

In the presence of coronary artery disease the oxygen 
differential can be reduced to prevent an attack by 
delivery of additional blood to the ischemic muscle by 
way of communications between one coronary artery 
and the other. This is accomplished by surgical opera- 
tion. The surgical operation is effective by producing 
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neven distribution of blood that enters through the 
iseased coronary arteries. There are no drugs avail- 
ble that can produce this even distribution of blood in 
¢ diseased coronary artery. Coronary occlusion is an 
fective stimulus for the production of intercoronary 
ommunications, but it is not a method of treatment. 
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a jarrowing of the artery is effective only when it be- 
of a eomes occluded. Many lives are lost while the narrow- 
ogist [ing becomes more and more marked until the occlusion 
n of occurs. If the patient lives while the occlusive disease 
le to progresses to occlusion, then excellent intercoronaries 
| the fre produced. Because many people die as the narrow- 


ng process becomes more and more severe, surgical 
ntervention is indicated. It is during this process of 
arrowing that the intercoronaries are often not ade- 
uate to keep the currents below the fibrillation thresh- 
old. After a patient survives occlusion, his heart may 
se a piece of muscle by the occlusion, but inter- 
oronaries are present. Such a heart is protected if it 
urvives the occlusion, and remains static, but if the 
narrowing spreads to other coronary arteries, another 
occlusion will occur. The outcome of a second occlu- 
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. ion will depend upon the amount of blood that gets 
beyond the second occlusion. 
jup- § Surgical operation can augment the amount of blood 
sion beyond the occlusion of a second coronary artery, 
est, Bvhich is accomplished by the first occlusion. Surgery 
contributes to this protection but does not presume to 
Jed, [cure the disease. It is possible for a patient to be bene- 
dog ited by operation so that he can return to a full time 
mic job. However, coronary stenosis and occlusion may be 
asa [progressive, and, if progressive, the heart operation 
rob- cannot retard the occlusive process. 
rous | The question of the death factor in a fatal heart 
The attack was considered, and it was thought by the au- 
sion §thor that a fatal heart attack could be reversed and 
ary so prevented. It may be reversed by proper resusci- 
‘the flation methods that are immediately available when 
oro- ithe heart attack occurs. Coronary heart disease can 
on- ill in other ways than by the production of electric 
are Jcurrents. The heart may remain stable as occlusive 
the [disease involves one artery after another. At no time 


are are the currents strong enough to fibrillate the heart. 
There is good distribution of the blood that enters the 
eri- [diseased arteries, but a degvee of ischemia is reached 
the [when the heart muscle can no longer function and the 
t of patient dies of failure. An operation in this condition 
not May prevent early death from electric currents in the 
rin heart. It is the author’s opinion that the operation on 
[he [the coronary artery should be done for protection of 
\sa_ the heart when the occlusion has developed. 
ops | Crippled coronary artery circulation can be im- 
> of §proved in various ways. The possibilities presented 
clue §vere by direct approach to the arteries themselves, 
ply gf add blood from sources from outside the heart and 
eto § produce an even distribution of blood that enters 
t is [fe diseased coronary arteries. The last method is the 
the oly effective method that can be and should be ap- 
plied to human patients. The operation to produce 
gen §itercoronaries consists of four steps: (1) abrasion of 
by te lining of the parietal pericardium and the surface 
sby ofthe heart; (2) narrowing of the coronary sinus; (3) 
ery §plication of an inflammatory agent to the surface of 
ax 4c heart; and (4) application of mediastinal fat to the 
ing lace of the heart as a graft. There are limitations of 
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the operations and these must be understood and ac- 
cepted. No treatment, medical or surgical, can restore 
degenerated muscle. No treatment can stop or retard 
the occlusive disease in the coronary arteries. No 
treatment can prevent an occlusion, except the use of 
anticoagulants. No treatment can cure the disease; 
operation reduces anginal pain and many patients are 
completely relieved of pain, and many patients are 
rehabilitated so they can work. Almost all of the pa- 
tients show some benefit after the operation. In the 
last consecutive 74 patients operated upon by the 
author, the mortality was zero. 
— John E. Karabin, M.D. 


A Surgical Pathologic Classification for Isolated Ven- 
tricular Septal Defects and for Those in Fallot’s 
Tetralogy Based on Observations Made on 120 Pa- 
tients During Repair Under Direct Vision. HErR- 
BERT E. WARDEN, RicHaRD A. DEWALL, MorLEY 
Couen, Ricuarp L. Varco, and C, WALTON LILLEHEI. 
J. Thorac. Surg., 1957, 33: 21. 


In A sERIEs of 144 patients with intracardiac lesions 
operation was performed under direct vision and 
total cardiac bypass. Arterial perfusion was done by 
controlled cross circulation in 45 patients, via the 
arterial reservoir in 5, by means of a biologic oxy- 
genator in 14, and by the mechanical bubble oxy- 
genator in 80 patients. An isolated ventricular septal 
defect was found in 87 patients, tetralogy of Fallot in 
33, and a defect of the common atrioventricle in 9 
patients. Complete absence of the ventricular septum, 
which resulted in a single ventricle, was due to non- 
development of the muscular ventricular septum. 
The roof of the single ventricle usually contained an 
imperfectly formed or transposed aorta and pulmo- 
nary artery. Defects in the posterior ventricular septum 
varied from a small hole to total absence of the 
septum. In 4 patients the entire anterior septum was 
absent and arterial trunks were normal, while in the 
others atresia of the pulmonary artery coexisted. De- 
fects in the posterior part of the anterior septum in- 
cluded anomalous displacement of the arterial trunk 
with stenosis or atresia of the vessels. There were 2 
operative cases in this latter group. In 33 patients, in 
addition to defects of the posterior part of the anterior 
septum, the arterial trunks were displaced and stenosis 
of the pulmonary artery was also demonstrable. In 71 
patients a defect in the membranous portion of the 
ventricular septum was found intracardially. The 
hole varied from 5 millimeters to 6 centimeters. In 26 
of the patients in this group there were other coexist- 
ing cardiovascular anomalies such as, persistent left 
superior vena cavae in 5 patients, patent ductus 
arteriosus in 4, atrial septal defects in 3, and coarcta- 
tion of the aorta in 2 patients. A defect in the anterior 
part of the anterior septum was found in 4 patients 
and was located close to the anterior ventricular wall 
below the pulmonary valves. Acquired ventricular 
septal defects were described as secondary to crushing 
chest injury, to coronary infarction, and to endocardi- 
tis. 

Associated cardiac defects should be repaired pri- 
marily or at the time of repair of the ventricular de- 
fect. Closure of defects are made by direct suture, 
Ivalon pledget, and circumferential pledget, depend- 
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ing upon the anatomic configuration when the heart 
is open. The curative treatment of tetralogy of Fallot, 
closure of the ventricular septal defect, and removal 
of the pulmonary stenosis has replaced the palliative 
shunt. —B. G. P. Shafiroff, M.D. 


Ventricular Fibrillation; an Experimental Study 
Comparing Various Voltages and Durations of 
Electric Shock in Defibrillation of the Canine 
Heart. Georce C. Kaiser, Joun H. Epccoms and 
JEROME Harotp Kay. 7. Thorac. Surg., 1957, 33: 537. 


THE usE of electric shock is the accepted method for 
the treatment of ventricular fibrillation. The design of 
the electrical defibrillator is generally agreed upon, 
but there is still disagreement as to the optimal 
voltage and duration of the shock. Because of these 
conflicting ideas the present study was undertaken. 
Forty-eight mongrel dogs were subjected to a left 
thoracotomy and ventricular fibrillation was induced 
by passing a shock of 10 volts for one-half to three- 
quarters of a second through the heart; the heart was 
allowed to fibrillate for 4 minutes. It was massaged for 
2 minutes at a rate of 40 to 50 times per minute, and 
a single shock was used in an attempt to defibrillate 
the heart. 

The dogs were divided into four groups of 12 each. 
In the first group defibrillation was attempted with a 
single shock of 130 volts of one-tenth second’s dura- 
tion. In the second group defibrillation was attempted 
with a single shock of 130 volts of one-fourth second’s 
duration. The third group was treated with a single 
shock of 230 volts of one-tenth second and the fourth 
group with 230 voits of one-fourth second. The hearts 
that failed to defibrillate in all the groups were mas- 
saged for 1 minute and defibrillated with a single 
shock of either 230 volts of one-tenth second or 130 
volts of one-fourth second’s duration. Only the hearts 
of those dogs that had been defibrillated on the first 
attempt were examined for evidence of myocardial 
burns. Microscopic sections were taken from the sites 
where the paddles were applied. 

The electrical defibrillator was that described by 
Kouwenhoven and Kay with the addition of a 1 to 2 
step-up isolation transformer and an electronic timing 
unit. 

In the first group a single shock of 130 volts for one- 
tenth second was effective in 8 of 12 animals. Ten of 
12 animals, comprising the second group, were defibril- 
lated with 130 volts for one-fourth second. In the 
third group, 10 of 12 animals were defibrillated using 
a shock of 230 volts for one-tenth second, and a shock 
of 230 volts for one-fourth second was successful in 10 
of 12 animals in the fourth group. A second shock of 
either 130 volts for one-fourth second or 230 volts for 
one-tenth second was effective in a total of 10 dogs of 
the four groups in which fibrillation persisted after the 
first shock. Serial shocks were not employed in this 
study. Eight of the 48 animals died; 6 of the 8 died 
within 3 days and were found to have bilateral pul- 
monary congestion. The remaining 2 animals died on 
the third and seventh postoperative days with overt 
evidence of brain damage; their lungs were normal. 

There were no grossly visible burns of the hearts that 
were defibrillated with a shock of 130 volts at either 
one-tenth or one-fourth second. In the hearts defibril- 





lated with a shock of 230 volts of one-tenth second’ 
duration, 3 of 4 burns were grossly visible, and in thos 
hearts defibrillated with 230 volts at one-fourth second, 
6 of 9 burns were visible grossly. 

Two of the 8 hearts defibrillated with 130 volts a 
one-tenth second revealed microscopic burns. Thes 
were extremely small and peripheral in location. Three 
of the 10 hearts defibrillated with 130 volts at one. 
fourth second had burns that were moderate, and | 
other was minimal. Of the 10 hearts defibrillated with 
230 volts at one-tenth second, 9 were examined, re. 
vealing 4 burns. There was an extensive severe bum 
involving the entire thickness of the right ventricle of 
1 heart. In the series of hearts defibrillated with 230 
volts applied for one-fourth of a second, 9 of the 10 
hearts showed burns of the myocardium of varying 
degrees. 

The authors conclude that there does not appear to 
be a significant difference in using a shock of 130 volts 
of one-tenth or one-fourth second’s duration as con- 
pared to a shock of 230 volts of one-tenth or one-fourth 
second’s duration. However, there was a significant 
increase in the number and severity of the burns pro- 
duced by the heavier voltage at one-fourth second. 

— Matthew H. Evoy, M.D. 


Pulmonary Stenosis with Left-to-Right Shunt: a 
Physiological Variant of Fallot’s Tetralogy. Fouap 
BasHour, JAMES RepINGTON, and Paut WINCHELL. 
Dis. Chest, 1957, 31: 423. 


THE AUTHORS report the study of 8 adult patients 
ranging in age from 17 to 53 years who presented the 
combination of pulmonary stenosis, ventricular septal 
defect, and preponderant left-to-right shunt through 
the ventricular septal defect. Electrocardiography, 
cardiofluoroscopy, cardiac catherization, and blood- 
gas analyses were performed. The cardiac output and 
the left-to-right shunt were determined by the applica- 
tion of the direct Fick principle. 

No patient was more severely disabled than a 
functional class 2, and all were gainfully employed or 
otherwise physically active. One 53 year old patient 
was cyanotic at rest. Four had noted cyanosis of mild 
degree on exertion and in 2 syncope developed with 
effort. None showed évidence of congestive heart 
failure. A loud systolic murmur with thrill was heard 
along the left sternal border in the third intercostal 
space. The pulmonary second sound was not remark- 
able, and the heart was not enlarged on physical 
examination. In 5 of the 8 patients a distinct pre- 
cordial bulge was seen. In only 1 patient was cyanosis 
or clubbing of the nail beds apparent. 

Electrocardiograms uniformly showed right ven- 
tricular hypertrophy patterns. Cardiac fluoroscopy, 
in all but 1 instance, showed a slight to moderate en- 
largement of the right ventricle and considerable 
prominence of the pulmonary artery segment with, 
however, normal peripheral pulmonary vasculature. 
Considerable evidence of pulmonary stenosis was 
present with the mean pressure of the pulmonary 
artery ranging between 7 and 70 mm. of mercury. 
The right ventricular systolic pressure ranged from 
70 to 138 mm. of mercury. The saturations of blood 
within the pulmonary circuit ranged from 74 to 9! 
per cent, and in each instance there was evidence of 
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a left-to-right shunt, the value of which ranged from 
1.3 to 6.9 liters/minute. 

The anatomic diagnosis of pulmonary stenosis and 
ventricular septal defect was proved at autopsy in 1 
ofthe 2 cases summarized and in the other at the time 
of surgery. In the other 5 cases the diagnosis rested 
upon the clinical picture plus the roentgenographic 
and cardiac catherization findings. 

It is apparent that this combination of defects 
represents a relatively benign situation inasmuch as 
all the patients survived to adulthood, possibly be- 
cause the pulmonary stenosis was severe enough to 
prevent excessive left-to-right flow. From the ana- 
tomic point of view these patients represent the find- 
ings described by Fallot—pulmonary stenosis and 
ventricular septal defect. True anatomic overriding 
ofthe aorta rarely, if ever, occurs with the tetralogy of 
Fallot on the basis of recently acquired surgical ex- 
prience, and no difficulty in repairing the ventricular 
septal defect has been encountered because of mal- 
position of the aorta. To the best of the authors’ 
knowledge the pressure gradient is by all odds the 
most important factor determining the right-to-left 
shunt, and the position of the aorta is of little or no 
consequence to the ordinary tetralogy of Fallot. 

Physiologically this group of cases, however, be- 
haved in a different manner and calling them 
tetralogy of Fallot or a variant creates a great deal of 
confusion. The more precise term is a descriptive one 
which would be pulmonary stenosis, ventricular sep- 
tal defect, and preponderant left-to-right shunt with- 
out cyanosis. Acyanotic tetralogy of Fallot seems to be 
adequately descriptive and avoids the cumbersome 
designation above. Although surgical techniques 
available make the lesion completely correctable, the 
tlatively benign course in the adult patient so far 
recognized raises a serious question as to the advis- 
ability of surgical interference. 

—Allan D. Callow, M.D. 


Atrial Septal Defect; Experiences with 100 Patients 
Treated Surgically. Houck Botton, Demirrius 
LazARIDES, HARRY cman, and DanrEt F. Down- 
we. Arch. Surg., 1957, 74: 351. 


ONE HUNDRED consecutive cases of patients with 
atrial septal defect who were subjected to an attempt 





at surgical correction by atrioseptopexy (internally 
guided but using an external suture technique) have 
been reviewed. 

Because of the very considerable risks which presently 
ae associated with the employment of either of the 
two methods for open cardiac surgery (hypothermia 
or the extracorporeal circulation), it is believed that 
the closure of atrial septal defects of the secundum 
ype by atrioseptopexy continues to be the simplest, 
west, and clinically most satisfactory method of 
teatment available at present. 

The use of the closed suture method is not justified 
for defects of the ostium primum type. 

Patients who present right-to-left or balanced 
thunts due to increased pulmonary vascular resistance 
thould not be subjected to operation for closure of 
their defects, which by this time will have attained a 
partially compensatory status. Perhaps further ad- 
vances in our understanding of the altered physi- 
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ology and the pathology of these cases will lead to a 
different conclusion. 

The coexistence of anomalous drainage of the right 
pulmonary veins or of mitral stenosis does not increase 
the operative risks providing the additional lesion is 
corrected simultaneously.— John 7. Maloney, M.D. 


Mitral Commissurotomy Performed from the Right 
Side. Cuartes P. Bartey and Drypen P. Morse. 
J. Thorac. Surg., 1957, 33: 427. 


THE AUTHORS present a very complete history of the 
surgical treatment of mitral valve disease. So far as 
the technical aspects of the operation are concerned, 
the technique of approaching the mitral valve from 
the right side is described. Since the first report of this 
approach, in 1954, by one of the authors and his asso- 
ciate, these authors have gradually adopted it as their 
routine method for the performance of mitral com- 
missurotomy in the absence of contraindications. 

A very excellent discussion of the advantages and 
disadvantages of both left-sided and right-sided ap- 
proaches is given in this article, and the results ob- 
tained in 200 patients operated upon by the right- 
sided approach are given. A discussion of the tech- 
nical features of the operative treatment of various 
cardiac lesions is given in this article and a lengthy 
bibliography is listed.—Matthew H. Evoy, M.D. 


The Outlook for Children with Congenital Aortic 
Stenosis. Irvin B. BRAVERMAN and STANLEY GIBSON. 
Am. Heart 7., 1957, 53: 487. 


THE REPORT of a study to determine the course and 
prognosis of congenital aortic stenosis in children is 
presented. Of the 73 patients on whom a follow-up 
study was accomplished, 41 were asymptomatic, 26 
had symptoms, and 6 died. Five of the 6 patients died 
suddenly, and all 6 were under the age of 16 years. 
Although the occurrence of sudden death has been 
mentioned frequently by earlier writers, the 8.2 per 
cent mortality rate found in this series is higher than 
one is led to expect from most previous reports. For 
this reason, it would seem that selected cases should 
be considered for aortic valvulotomy. The principal 
indications for surgery, based upon this study, are the 
occurrence of syncope and easy fatigability, cardiac 
enlargement, and marked strain in the left side of the 
heart. — John 7. Maloney, M.D. 


Severe Aortic Regurgitation in Young People; a 
Long-Term Perspective with Reference to Prog- 
nosis and Prosthesis. Enwarp F. BLAND and Epwin 
O. Wueeter. NV. England 7. M., 1957, 256: 667. 


THE AUTHORS present a review of long-term studies of 
rheumatic heart disease at the House of the Good 
Samaritan in Boston, with reference to the incidence 
and course of severe aortic regurgitation in children 
and young adults. The over-all series comprises 2,000 
consecutive patients studied between 1921 and 1943. 
The subsequent course of each of these patients is 
analyzed. 

There were 87 patients whose principal valvular 
deformity was aortic regurgitation of considerable 
degree. In this group males outnumbered females by 
2 to 1. The after-history of these 87 patients was both 
revealing and surprising. At the end of 10 years more 
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than a third (37 per cent) were still able to lead quiet, 
nearly normal lives. At the end of 20 years, 26 per 
cent of the patients remained in this favorable cate- 
gory. At the opposite extreme, 38 per cent of the 87 
patients succumbed in 10 years and 56 per cent in 20 
years. 

In view of the gloomy outlook for this larger group 
of patients, most of whom had either intractable con- 
gestive heart failure and angina pectoris or were par- 
ticularly bothered at rest or at night, a surgical pro- 
cedure to insert a prosthetic valve in the descending 
aorta was undertaken. Fourteen patients have been 
operated upon during the last 3 years. In the more 
recent cases, the insertion of the valve for the purpose 
of decreasing the reflux load upon the heart was com- 
bined with a left-sided thoracic sympathectomy. Each 
of the 14 patients was considered to be in a precarious 
state and the chances of survival for more than a few 
months to a year or 2 seemed remote. 

There were favorable results in 6 (40 per cent) of 
the 14 patients. Extraordinary benefits were noted in 
but a few. The remainder of the patients died. Two 
patients died at the time of operation; another suc- 
cumbed a month later from aortic rupture; a fourth 
died after 2 months from a Staphylococcus aureus sep- 
sis, septicemia, and endocarditis, and another suc- 
cumbed abruptly a month after operation, presum- 
ably from angina pectoris or fatal arrhythmia. The 
progressively downhill course of the remaining 3 pa- 
tients was dominated by their active rheumatic dis- 
ease, which was intractable to therapy and uninflu- 
enced by the operative procedure. 

The few good results in this series have encouraged 
the authors to accept and advise this physiologic sur- 
gical compromise in the treatment of the serious diffi- 
culty of aortic regurgitation. 

—Orville F. Grimes, M.D. 


A Method of Hypothermia for Open Heart Surgery. 
B. A. Setuicx. Lancet, Lond., 1957, 1: 443. 


THE METHOD of hypothermia described by the author 
has been used in 26 patients undergoing repair of 
atrial defects and in 6 patients having surgery for 
pulmonary stenosis, with no deaths and few compli- 
cations. Ether and muscle relaxants were utilized and 
after induction, superficial cooling was carried out 
with plastic blankets through which water at 15 de- 
grees C. was circulated. Immersion in water at 15 
degrees C. followed and ice was subsequently added 
to the water to bring it to the 8 to 10 degree C. level. 
Additional ether and curare were given, if necessary, 
to combat shivering or excessive goose pimples. Tem- 
peratures were checked every 5 minutes until the 
esophageal temperature reached 31 degrees C. in 
children or 32 degrees C. in adults. Rewarming was 
then started with water at 40 degree C. circulating 
through plastic blankets. The after-drop in tempera- 
ture to slightly below 30 degrees C. continued for 
about 25 minutes in children and 40 minutes in 
adults. 

After surgical exposure, the average period of vena 
cava occlusion in this series was 5.5 minutes. Ten 
minutes of occlusion could be tolerated at this level 
of hypothermia (30 degrees C.). Following surgical 
closure, a water-tight dressing was applied and im- 








mersion in 40 degree C. water aided the rewarming 
process. When the esophageal temperature rose to 35 
degrees C., the patient was removed from the bath 
and consciousness was regained within one hour. 

Oxygen was continued for 8 hours in the ward, 
gentle thoracic suction was also continued, and meth. 
adone was given for pain. 

In 32 cardiotomies performed under this method, 
there were no deaths. Auricular fibrillation and flutter 
often occurred at temperatures below 30 degrees C., 
but ceased spontaneously with rewarming. Ventricv- 
lar fibrillation occurred once, but normal rhythm was 
restored with one shock from the electric defibrillator. 
Two patients developed pneumothorax postoper- 
atively. 

The features of this method of hypothermia are 
minimal anesthesia using ether and relaxants, surface 
cooling by blankets and immersion, deep-tissue 
(esophageal) temperature of 32 degrees C. during cir- 
culatory arrest, and surface rewarming with a blanket 
during operation and by immersion thereafter. 

—Stanley W. Tuell, M.D. 


Clinical Experience with the Artificial Heart Lung 
Preparation. W. T. Musrarp and J. A. THomson. 
Canad. M. Ass. F., 1957, 76: 265. 


THE AUTHORS report their clinical experience using 
heterologous monkey lungs as biologic oxygenators 
during intracardiac surgery on 21 patients. The tech- 
nique of obtaining the monkey lungs is described as 
follows: the animals are sacrificed by exsanguination 
through the renal arteries after nephrectomy, and the 
heart and lungs are removed in toto from 4 monkeys. 
Soon after excision, a solution of 6 per cent heparin- 
ized dextran with normal saline containing heparin, 
penicillin, and streptomycin is used to flush out the 
vascular tree. If the interval between death and this 
irrigation is between 2 to 5 hours or more, the lungs 
are not suitable. A bank of four pairs of lungs is used 
in a clinical case, and if one lung develops edema, itis 
clamped out of the circuit. 

The 21 human cases in which open cardiotomy was 
facilitated by extracorporeal circulation using monkey 
lungs as oxygenators are presented. Three of these pa- 
tients survived and are well. 

— Ward D. O’ Sullivan, M.D. 


Posttraumatic Constrictive Pericarditis (Les _peri- 
carditis constrictive post-traumatiques). R. DE VERNE- 
jout, P. Buisson, R. Coursprer, and R. TRIcoT. 
Presse méd., 1957, 65: 241. 


STREBEL IN 1922 and Rouslacroix in 1929 were the 
first to show that trauma to the thorax could be fal- 
lowed by a chronic constrictive pericarditis. In 1945 
Gonin and Duroux collected and reported 8 cases. 
The total of 25 authenticated cases, including 1 ob- 
served by the authors, that have now been reported 
form the basis of this article. Two etiologic factors are 
of great importance in producing the concretio cordis 
following trauma to the chest: hematopericardium 
and infection. The degree of trauma need not be ex 
tensive and may even be imperceptible. In an ap 
preciable number of cases, fractured ribs are present. 
The damage may be caused by blunt injury, by fire 
arms, or by a knife wound. Usually the myocardium 
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is also damaged. The presence of a hematopericar- 
dium can result in a contrictive pericarditis by virtue 
of the organization and fibrosis of the blood in the 
pericardial sac. Immediate aspiration of traumatic 
sanguineous pericardial effusions can prevent the sub- 
sequent occurrence of a constrictive pericarditis. The 
role of infection is of great importance. Most often 
the septic process is masked. Antibiotics are of great 
value in these situations. It appears that when a hemo- 
pericardium is present, the presence of infection will 
hasten the appearance of a typical Pick’s syndrome. 
This may occur from months to years after the initial 
trauma. 

The clinical picture of Pick’s syndrome (constric- 
tive oohendicas is well known. It must be differen- 
tiated from the syndrome of hepatic ascites, congestive 
heart failure, and anasarca. The occurrence of recur- 
rent bloody pericardial effusions with hematoma for- 
mation has been known to produce a syndrome iden- 
tical to that of constrictive pericarditis. American au- 
thors have referred to such occurrences as “‘cardiac 
tamponade.” The latter have the same hemody- 
namic consequences as concretio cordis and may be 
considered as a form of posttraumatic constrictive 
pericarditis when the cause of the pericardial effusion 
is traumatic and the symptoms appear some time af- 
ter the injury. At times, the pleura and pleural space 
may be similarly involved and require pleural as well 
as pericardial decortication. Purulent processes with- 
in the lung and/or pleural space may involve the 
pericardium secondarily and then evolve into a con- 
cretio cordis. The reactions of the pericardium with 
respect to effusion and infection are very much the 
same. 

Therapeutically, the problem of posttraumatic 
constrictive pericarditis is not unique. As previously 
mentioned, all bloody pericardial effusions should be 
repeatedly aspirated. Recurrent effusions may re- 
quire surgical intervention, i.e., débridement and 
drainage. If antibiotics are not able to control a puru- 
lent pericarditis, drainage should be instituted. Peri- 
cardiectomy should await subsidence of the infection. 
Brauer’s operation has been replaced by total peri- 
cardiectomy. The resection must be as complete as 
possible. The presence of calcifications and severe 
posttraumatic myocarditis with scar formation speak 
for a poor prognosis. —fF. C. Rosenberg, M.D. 


Pericardial Cysts; Study of 11 New Cases. F. Van- 
PEPERSTRAETE. Acta chir. belg., 1956, 55: 624. 


ELEVEN CAsEs of pericardial cysts are reported from 
the Liverpool Thoracic Surgical Center. This entity 
which makes up about 3 per cent of all mediastinal 
tumors was first described in 1929. Since then 
roughly 130 cases have been reported. Pericardial 
cysts are accepted as being of congenital origin, but 
some still feel that the origin is inflammatory. The 
cysts are unilocular or multilocular, contain clear 
fluid, have a specific gravity of around 1.008 with 
scanty cellular elements, and are usually sterile. The 
lining is a membrane of cuboidal cells with a thin 
fibrous external layer. 

Neither malignant change nor recurrence has been 
teported. There was a 3 to 1 predilection for the right 
side, and the majority were in the anterior cardio- 
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phrenic angle. The majority of patients were between 
30 and 40 years of age, the youngest being 18 years 
of age. Males outnumbered females 2 to 1, possibly 
because more men have routine military or industrial 
chest roentgenograms. Some cysts appeared within 
a year and others gradually increased in size over a 9 
year period. Almost half were asymptomatic. Some 
patients complain of pain, cough, or dysphagia but 
these are rare, and symptoms depend on the location 
of the cyst. The lateral x-ray chest film is the best 
diagnostic aid and sometimes pneumoperitonuem is 
helpful. Diagnosis by needle aspiration is mentioned. 

Since this lesion remains benign and usually small, 
asymptomatic cysts may be treated conservatively or 
by aspiration. Routine excision is recommended by 
some because of the uncertainty of diagnosis, the 
innocuity of thoracotomy, and the absence of recur- 
rence. No operative deaths are recorded and few 
complications have been admitted. 

— Warner F. Bowers, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Congenital Chylothorax. Jupson G. Ranpoipu and 
Rosert E. Gross. Arch. Surg., 1957, 74: 405. 


A CLINICAL sTuDy of congenital chylothorax in in- 
fancy is presented with 13 illustrative cases from the 
literature, to which 2 new cases are added. Embryo- 
logic and anatomic evidence is offered for the exist- 
ence of congenital anomalies of the thoracic ductal 
system as a factor underlying this condition. 

The diagnosis and treatment of the condition is 
discussed, with emphasis on early surgical interven- 
tion when medical measures appear to be insufficient 
in bringing about a cure. — John 7. Maloney, M.D. 


Surgical Treatment of Lye Strictures of the Esophagus 
by Mediastinal Colon Transplant Without Resec- 
tion, GeorcE L. Narpt. WV. England J. M., 1957, 256: 
7 


THE AUTHOR reports 2 cases of patients with extensive 
lye strictures of the esophagus relieved by substernal 
esophagocologastrostomy without excision of the 
esophagus. 

In both patients the ascending and proximal trans- 
verse colon were mobilized and pedicled on the mid- 
dle colic artery as the sole blood supply. The cecum 
was then passed under a substernal tunnel and de- 
livered into an operative incision in the neck. The 
esophagus was transected through normal tissue at 
the level of the thyroid gland. The distal end of the 
esophagus was closed and allowed to retract into the 
mediastinum, and the proximal end was utilized for 
an end-to-end anastomosis to the cecum after carry- 
ing out an appendectomy and inverting the ileal 
stump. The gastrointestinal continuity was re-estab- 
lished by an end-to end ileotransversostomy. The 
entire procedure was carried out in one stage through 
abdominal and cervical incisions, without entering 
either side of the chest. 

In the first case the colon was passed up anterior to 
the stomach and this resulted in a transient period of 
gastric retention. The importance of passing the colon 
behind the stomach is emphasized and other technical 
points are discussed. 
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Both patients did well postoperatively and are 
completely rehabilitated and asymptomatic over a 
period of 1 year following the procedures. 


MISCELLANEOUS 


Bronchospirometry During Exercise in the Sitting 
Position. S. J. Vukari and V. Autio. Acta med. scand., 
1957, 157: 61. 


Tue AutHors have done bronchospirometric measure- 
ments on 21 patients with pulmonary tuberculosis in 
varying stages of treatment. Measurements were made 
under three circumstances: supine, sitting, and sitting 
with exercise. The authors believe that the sitting po- 
sition more closely resembles the normal physiologic 
conditions, particularly during exercise. These tests 
were done in an attempt to determine the extent of 
adaptability of the impaired lung to exercise and 
oxygen-enriched air. 

Under these conditions it was shown that the im- 
paired lung is able to increase its oxygen intake rela- 
tively as much as the healthier lung. The average 


ratios of values for the oxygen intake of the healthier 
and inferior lungs changed negligibly during rest and 
exercise, respectively. In fact, in some cases the im- 
paired lung augmented its oxygen consumption rela- 
tively more than the healthier one. 

The ventilatory equivalents under conditions of 
these experiments were of special interest, since in 
using air with a high oxygen content it is possible by 
comparing the ventilatory equivalents to get an idea of 
the correlation between ventilation and blood circu- 
lation in the lungs. Since changes in the ratio of the 
ventilatory equivalents of the impaired and healthier 
lungs, or transition from rest to exercise indicate the 
relative abilities of ventilation and blood circulation 
to adapt themselves to the working conditions, the 
authors are of the opinion that they might be used 
when deciding the indications for decortication. 

The authors believe that bronchospirometric meas- 
urements are best carried out in the sitting position, 
and they have found it an easy procedure to carry out, 
without noxious effects on the patients. 

—Arthur M. Simpson, M.D. 
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SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Inguinal and Femoral Hernia; a Review of 1,694 
Cases. Lewis D. TELLE. Am. 7. Surg., 1957, 93: 433. 


INGUINAL AND FEMORAL hernia in the adult is a major 
and troublesome problem. While most of the statis- 
tical studies of recurrence report on the basis of 2 
years’ follow-up, the present series consisted of a 5 
year follow-up on patients having hernioplasty at the 
Veterans Administration Hospital, Cleveland, Ohio. 
The series dated from 1946 through 1950 and follow- 
up was carried out on 71.2 per cent of the patients 
operated upon. Ninety-eight per cent of the patients 
apparently had elective herniorrhaphies which, in 
most instances, were performed by the resident staff. 

In repairing indirect hernias, special attention was 
paid to obtaining a high ligation and excision of the 
sac and adequate control of the internal ring about 
the cord. Cooper’s ligament hernioplasties were em- 
ployed to repair the floor of Hesselbach’s triangle in 
direct inguinal hernias, and a Burton-McVay tech- 
nique was followed for repairing femoral hernias. 

The recurrence rate for indirect hernia was 6.7 per 
cent, corrected to 5.6 per cent, for primary hernia; 
direct hernia, 7.6 per cent, corrected to 5.7 per cent, 
for primary hernia; femoral hernia, 22 per cent, cor- 
rected-to 21 per cent, for primary hernia. A bilateral 
operation performed simultaneously did not result 
in increased recurrence when compared to the staged 
procedures. Most of the recurrences were encountered 
18 to 48 months after repair. , 

—Jack A. Thompson, M.D. 


GASTROINTESTINAL TRACT 


Postoperative Hemorrhage from the Alimentary Tract 
(Pooperacyjny krwotok z przewodu pokarmowego). 
Jozer Wierzsicki. Polski przegl. chir., 1956, 28: 1237. 


THE FIRST PATIENT, a 42 year old woman, had suf- 
fered for 10 years from transient attacks of right sub- 
costal pains, vomiting, and a subicteric condition. She 
was malnourished. Cholecystography disclosed the 
presence of gallstones. All other clinical findings were 
normal. The removed gallbladder was filled with 
calculi and there were 11 stones in the choledochus. 
After the operation several attacks of rather severe 
pain developed in the pit of the stomach. On the 
twenty-eighth postoperative day the patient suddenly 
vomited bright red blood. The resulting shock was 
combatted by blood transfusion. In the succeeding 
days vomiting of blood was repeated several times and 
each time preceded by lancinating attacks of pain in 
the upper abdomen. The roentgenologist reported a 
very small ulcer below the cardia of the stomach, but 
gastroscopy failed to disclose any mucosal changes. 
Because of the life-endangering hemorrhages a 
gastrotomy was performed. This showed only edema 
of the mucosa and extensive submucosal petechiae. 
The stomach contained large quantities of bile, and 
bilious fluid was continuously entering the stomach 
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from the duodenum through a flaccid and patulous 
pylorus. A high resection of the stomach was per- 
formed. 

The following 2 weeks passed without any bleeding 
and the general condition of the patient improved. 
Later, however, the bleeding recurred and the patient 
died. 

Autopsy disclosed two flat erosions in the gastric 
mucosa (0.3 by 0.3 and 0.5 by 1.0 cm.). These were 
situated above the gastroduodenal junction in the 
midst of a normal-appearing mucosa. 

The second patient, a 32 year old woman, was 
operated upon for suppurative inflammation of the 
gallbladder and bile passages. The partially gangre- 
nous gallbladder was removed and the common bile 
duct drained after removal of stones. One stone had 
to be removed through an incision in the anterior wall 
of the duodenum. On the tenth postoperative day the 
patient developed fever and abdominal pains. On the 
fourteenth day there were two attacks of copious 
vomiting of blood. The anemic manifestations were 
immediately corrected by a blood transfusion. The 
drain was removed from the common duct. Some 
days later pain and fever recurred together with a 
sensation of pressure in the upper abdomen, and 
several copious vomitings of blood occurred. The pa- 
tient died within a few hours, despite vigorous treat- 
ments with blood transfusions, physiologic saline solu- 
tion and dextran. 

Autopsy disclosed the presence of several deep 
erosions in the gastric mucosa, together with inflam- 
mation of the intrahepatic bile passages. Micro- 
scopically there were extensive infiltrations by white 
blood corpuscles about the erosions. 

The third patient, a 42 year old man, was suffering 
constant pain in the upper abdomen. Roentgenologic 
examination disclosed a prepyloric gastric ulcer (2.5 
by 2 cm.). At laparotomy there was encountered a 
hard, nodular infiltrated area, the size of a hen’s egg, 
occupying the lesser curvature and posterior wall of 
the prepyloric region. 

A high gastric resection was carried out. Histologic 
examination disclosed a nodule of adenomatous 
character within the inflamed and sclerotic tissues of 
the gastric wall. The postoperative course was com- 
plicated by a partial separation of the abdominal in- 
cision. On the twenty-eighth postoperative day the 
patient vomited 1,000 c.c. of bright blood. During 
the subsequent 14 days, copious quantities of fluid 
blood were vomited on 7 different occasions. Several 
tranfusions of fresh blood were given, together with 
testosterone (25 mgm. daily). No more hemorrhages 
occurred and the blood deficit was rapidly corrected. 
Six weeks later the patient exhibited no changes in the 
region of the gastric stump or of the anastomosis. 

The author concludes that the best method of 
treating patients with repeated postoperative hemor- 
rhages is by direct transfusion of fresh blood. He be- 
lieves that fresh blood provides large quantities of the 
fluid constituents of the blood, of vitamins and of 
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Fic. 1 (Oppolzer). Anterior-posterior view of the 
fundus to the right of the pylorus and at the same level 
as the latter; a big air bubble is in the stomach. 


blood platelets, and at the same time lowers the 
blood-destroying function of the spleen. Testosterone 
aids healing of the erosions and increases the blood- 
forming function of the bone marrow. 

—John W. Brennan, M.D. 


The Pathogenesis and Operative Therapy of Chronic 
Volvulus of the Stomach Following Paralysis of the 
Diaphragm (Beitrag zur Pathogenese und operativen 
Therapie des chronischen Magenvelvulus nach 
Zwerchfellaehmung) R. Oppouzer. Chirurg, 1957, 28: 
20. 


THE FUNDAL portion of the stomach is in close con- 
tact to the left side of the diaphragm as demonstrated 
by changes in the shape and position of the diaphragm 
affecting the stomach. Paralysis of the left side of the 
diaphragm may lead to volvulus of the stomach. 

A case of chronic volvulus of the stomach is pre- 
sented in a 48 year old male who had suffered an 
accident that paralyzed the left side of the diaphragm, 
15 years previously. The presenting symptoms were 
constant epigastric pressure, inability to eructate, fre- 
quent vomiting of clear, watery gastric contents, and 
the ability to swallow only mashed and liquid foods. 
In the last 3 months prior to treatment the patient had 
dyspnea, tachycardia, and angina-like symptoms. 

X-ray examination revealed a marked air bubble in 
a cascade stomach and paralysis of the left side of the 
diaphragm. In the lateral x-ray films the dependent 
fundus can be seen pulling the cardia down into the 
abdomen. 

Numerous operative procedures have been per- 
formed to correct volvulus of the stomach. Gastric 





resection in this case was considered dangerous be- 
cause of (1) dislocation of the anastomosis superiorly, 
(2) danger of pneumonia, and (3) technical difficulties 
due to the wound depth. The patient was treated by 
an intragastric anastomosis between the deep hanging 
fundus and the antrum, completely relieving the 
symptoms. 

Artificial paralysis of the diaphragm, as performed 
for tuberculosis, may possibly lead to volvulus of the 
stomach. Sonntag in reviewing 196 cases of volvulus 
of the stomach in the world literature found con- 
comitant changes in the diaphragm in 40 per cent. 
The relationship of left diaphragmatic paralysis to 
volvulus of the stomach is discussed. The fundus of the 
stomach is chronically dilated and after some time a 
cascade of the fundus is formed, which slips inferiorly 
and posteriorly and impairs the emptying of air 
through the cardia. The esophageal opening in the 
displaced stomach is inferior to the level of liquids 
while in the upright position, so that air can escape 
through the cardia only when the body is turned and 
in a horizontal position. Traction and stretching may 
influence the motor and secretive function of the vagus 
nerve as the cardia is pulled inferiorly. 

The direction of the mesenterioaxial type of vol- 
vulus occurs from right-superior to left-inferior, since 
the most firm point of gastric fixation is in the region 
of the left gastric artery.—Harold E. Kleinert, M.D. 


Bleeding from the Upper Gastrointestinal Tract; an 
Analysis of 111 Cases. Cueves McCorp SmyTue, 
MELvin P. OsspornE, NoRMAN ZAMCHECK, WILLIAM 
A. Ricuarps, and WILLIAM M. Mapison, Jr. WV. Eng- 
land 7. M., 1957, 256: 441. 


THE HOSPITAL coursE of 109 consecutive patients ad- 
mitted 111 times to the Boston City Hospital bleeding 
from the upper gastrointestinal tract in a 9 month 
period between July 1, 1954 and March 31, 1955, is 
reviewed. The over-all mortality rate for the whole 
group was 25.4 per cent. 





Fic. 2 (Oppolzer). Sketch of the operation, a gastro- 
gastrostomy between the dependent fundus and the 
antrum, 
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Massive, upper gastrointestinal hemorrhage con- 
tinues to be a serious problem with a high mortality 
rate in spite of an aggressive approach to the diag- 
nosis and therapy by a combined medical, surgical, 
and roentgenologic team. 

The management of the younger patient (under 60 
years of age) with uncomplicated peptic ulcer that 
bleeds presents relatively few problems. However, 
management of the elderly patient with a bleeding 
ulcer is far from satisfactory. 

Advanced age and disease of the liver were the most 
serious complications associated with gastrointestinal 
hemorrhage. Bleeding from causes other than ulcer 
was associated with the highest mortality, as well as 
the most frequent occurrence of liver disease, and 
comprised the most serious diagnostic problem. 

— Benjamin Goldman, M.D. 


An Evaluation of Therapeutic Methods in Gastritis; 
Cytologic Studies of the Gastric Juice During 
Azulon Therapy (Zur Beurteilung therapeutischer 
Verfahren bei der Gastritis; Zytologische Magensaf- 
tuntersuchung im Verlauf einer Azulon-Behandlung ). 
F. J. v. Zezscuwitz. Muench. med. Wschr., 1957, 99: 
17. 


ConsERING the uncertain results obtained by 
roentgenography or gastroscopy in evaluating the 
therapeutic methods used in the treatment of gastritis, 
as well as the fact that gastritis may be asymptomatic, 
simulated, or psychically influenced, the author has 
tested the efficacy of cytologic study of the gastric 
juice as a criterion for the effects of therapy. The 
study was carried out on a series of 51 patients with 
gastritis of various origins who were treated with 
azulon (1,4-dimethyl-7-isopropylazylen). The drug 
was administered twice daily, in the morning while 
the patient was fasting and before the evening meal, 
for a period of 14 days. 

The tests were performed as follows: The gastric 
juice was aspirated fractionally through an indwelling 
stomach tube. The irritant solution used was 0.2 
grams of pure caffeine in 300 c.c. of water. After the 
No. 9 and 10 tubes were obtained the gastric juice 
was alkalinized according to Hauth with a 5 per cent 
sodium bicarbonate solution administered through 
the tube, because the pH is a determining factor in 
preservation of the cells, and in particular of the 
leucocytes. An acid titration test was then performed 
in the usual manner. Smears from the sediment of the 
fasting juice and from the No. 12 tube were prepared 
and stained according to the May-Griinwald and 
Papanicolau methods and differentiated according to 
the Kapp method. From the same specimens of gastric 
juice, the number of cells and the relative proportion 
of epithelial to leucocyte cells per c.c. of gastric juice 
were determined according to the method of Westphal 
and Kuckuck. Thus 570 specimens of gastric juice 
were collected from 282 patients. A specimen of the 
fasting secretion was studied bacteriologically. In the 
17 cases in which gastroscopy was performed, speci- 
mens of the gastric juice were obtained with the 
Henning sponge-tip, and in 31 cases fixed plugs of 
gastric juice were embedded in paraffin and ex- 
amined microscopically according to the method of 
Danielewski. 
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The cell count in the gastric juice was done ac- 
cording to the method of Westphal-Kuckuck in the 
Fuchs-Rosenthal counting chamber. After counting 
the epithelial and leucocyte cells separately, the 
figures obtained were divided by 3 and multiplied by 
10 to give the number of cells contained in 1 c.c. of 
gastric juice. Normally the number of cells in the 
gastric juice varies widely and is primarily dependent 
upon the functional state of the mucosa, increasing 
with an increased secretion. Histamine also will in- 
crease the number of cells, while atropine will inhibit 
not only secretion but also the desquamation of cells 
and diapedesis. The sources of error are greatly in- 
creased by a viscid, flaky gastric juice that cannot be 
homogenized. The possibilities of error can be re- 
duced by repeated examinations. In fresh ulcerations, 
acute gastritis, and the acute phases of chronic 
gastritis, there is a marked increase in the number of 
cells in the gastric juice, particularly of the leucocytes. 
Kapp has proved that a diagnosis of gastritis is possi- 
ble by cytologic examination of the gastric juice. 

In spite of the mentioned reservations, the cell 
count, especially with repeated controls for compara- 
tive study, may serve as a useful diagnostic method 
and an objective indication of the results of treatment. 
Following microscopic examination of the specimens, 
the cell pictures before and after treatment were com- 
pared. A table (not published but available) shows 
the number of cells in the smears before treatment 
and after 14 days of treatment with azulon in 27 
cases of gastritis without demonstrable ulceration, in 
18 cases of gastritis associated with gastric ulcer, and 
in 6 cases of gastritis associated with duodenal ulcer. 
Some of the discrepancies are explained by the lack of 
homogeneity of the gastric juice and the failure to 
control the cell counts with sediment smears. 

In the evaluation of the effects of treatment, the 
studies of the gastric juice cell picture show a definite 
reduction in the cell counts, particularly of the 
leucocytes. In the first two groups of patients, i.e., in 
those with gastritis without demonstrable ulceration 
and those with gastritis associated with gastric ulcer, 
29 of 45 patients (64 per cent), showed that there 
was a definite effect on the cell count. In the third 
group of duodenal ulcer with gastritis, there was no 
marked increase in the number of cells. In the cases 
displaying deviations before treatment and in those in 
which the cell counts remained unchanged in controls 
(in all 19 cases), cytologic examination could not be 
employed for evaluation of the therapeutic effect. 
Four patients showed a marked exacerbation of the 
condition. One patient had a complicated dental in- 
flammation and 3 patients were not cooperative. 
Beautiful specimens of the gastric juice sediment were 
obtained with the aid of Henning’s sponge-tip and 
Papanicolau’s staining method. The specific glandular 
elements could be clearly shown and appeared to be 
increased under pathologic conditions. Bacteriologic 
studies were not helpful, and azulon has only a slight 
effect on the bacteria. The fasting secretion was often 
aphthous, and with the increasing use of antibiotics 
saprophytes also will be found in greater numbers. 
Preparation of the material for histologic examination 
by the Danieleski method proved too complicated 
and time-consuming to be practical. 
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The author believes that cytologic examination of 
the gastric juice with a cell count and evaluation of 
the gastric juice sediment smears offers the best possi- 
bility for the diagnosis of gastritis and the evaluation 
of the therapeutic effects. Treatment with azulon and 
diet was shown to produce a definite reduction in the 
number of cells, particularly the leucocytes in the 
gastric juice. Further accuracy of the method must be 
determined. At present it supplements gastric biopsy. 

—Edith Schanche Moore 


“Stress” Ulceration of the Gastrointestinal Tract; 
Clinical Characteristics. BELTON G. GrirFIn, RAy 
Lawson, and D. Lewis Moore. Gastroenterology, 1957, 
32: 404. 


In 1842 Curtinc reported the development of peptic 
ulcerations in patients suffering from thermal burns. 
Cushing, in 1932, reported similar ulcers following 
certain neurosurgical procedures. The development of 
ulcers following the administration of ACTH or corti- 
sone has been reported in recent years. The authors 
discuss the clinical characteristics of these ulcers. 

It has been shown that these ulcers may follow frac- 
tures, extensive abdominal surgery, multiple sclerosis, 
poliomyelitis, cerebrovascular accidents, spinal cord 
transections, and adrenalectomy in addition to the 
previously reported causes. 

Gray has postulated a hypothalamic-pituitary- 
adrenal-gastric axis with the ulcers due to an increased 
acid secretion, the result of an increased circulating 
adrenal hormone. 

The activation of a chronic ulcer or the appearance 
of an acute ulcer was relatively common following an 
extensive thoracolumbar sympathectomy for hyper- 
tension. Whether this was simply nonspecific stress or a 
vagal effect is unknown. 

Fat embolism has been advanced as a cause of stress 
ulcers, but since they occur with many forms of trauma 
in addition to fractures, this cause seems unlikely. 
Harkins has described 26 possible causes of Curling’s 
ulcer. 

Shock has been discussed as a common denominator 
with capillary stasis, diapedesis, and mucosal ulcera- 
tion. 

A final etiologic consideration is that many of these 
patients are very ill and the stomach remains empty 
for many days, thus giving the acid gastric juice maxi- 
mal opportunity to cause ulceration. 

Single or multiple ulcerations may occur and involve 
the stomach, duodenum, and the rest of the small 
intestine. 

The frequency of occurrence is difficult to estimate 
since only those patients with a dramatic episode such 
as hemorrhage or perforation are likely to be diagnosed. 
In 300 consecutive autopsies the authors found 2 
acceptable cases or an incidence of 0.66 per cent. 
Mears found an incidence of 3.5 per cent in 1,000 
autopsies. 

Acute peptic ulceration may be the terminal event 
of some severe disease process or it may only be an 
incidental autopsy finding. Hemorrhage or perforation 
may be the first sign of the presence of an ulcer, or 
mild symptoms such as dyspepsia may be present, 
which should warn the alert observer of the possibility 
of ulceration. 





Therapy is often started too late because of the 
failure of early diagnosis or because of the difficulty in 
treating the ulcer in the face of another severe disease 
process. Cabieses and Lecca report 10 patients with 
stress ulcers successfully treated by a regimen consisting 
ofintubation and hourly antacid therapy supplemented 
with an anticholinergic agent (used routinely in their 
neurosurgical cases). 

The indications for surgery in these patients are 
similar to the indications in patients with primary 
peptic ulceration. Early surgical intervention in these 
patients who have perforated or are hemorrhaging 
may be lifesaving. Nine case reports from the authors’ 
service are presented in the article. 

— John H. Davis, M.D. 


The Gastric Ulcer Problem; Prognosis in Masked 
Malignancy. Witt1aM K. RunyeEon and StTan_ey O. 
Hokrrr. Gastroenterology, 1957, 32: 415. 


THE PATIENT who has an ulcer on the lesser curvature 
of the stomach, which appears benign roentgeno- 
graphically and gastroscopically, and who has free 
acid has an excellent chance that the ulcer will heal 
and remain healed on a medical regimen. The prob- 
ability that such an ulcer is benign outweighs the pos- 
sible disadvantage of delaying operation for a lesion 
that may be malignant. Prompt operation is indicated 
for a patient who has an ulcer on the greater curvature 
that appears malignant by roentgenographic criteria. 

There is a smaller group of patients with a gastric 
ulcer that may be slow in healing, or may heal and 
recur, or may be high on the lesser curvature so that 
the operative morbidity and mortality is increased. If 
operation is undertaken in this group, the diagnosis 
will be benign or indeterminate ulcer. Malignancy 
found in this group is referred to as “masked malig- 
nancy.” This study proposes to evaluate the factors in- 
fluencing the physician who advises treatment for this 
group. 

The operative morbidity is about 1 to 2 per cent in 
gastric resection for gastric ulcer. In this series there 
was 1 death in 110 gastric resections. 

Postoperative morbidity includes the dumping syn- 
drome or the postgastrectomy state with loss of weight. 
The development of jejunal or marginal ulceration is 
rare. Ina series of 110 gastric resections, there has been 
1 patient with an anastomotic ulcer which promptly 
healed, and 2 other patients have had symptomatic 
failures. 

It is generally agreed that the results of gastric resec- 
tion for benign ulcer are excellent. Approximately 90 
per cent of the patients have a satisfactory to excellent 
postoperative clinical status and the rate of sympto- 
matic failure is less than 5 per cent. 

One hundred thirty-four patients were operated 
upon for a gastric ulcer which was not clearly malig- 
nant on preoperative evaluation. Twenty-four (20 per 
cent) of the ulcers were malignant. The incidence rate 
for a malignant condition is substantially higher than 
the operative risk of 1 to 2 per cent. 

The usual 5 year survival figure given for all pa- 
tients with gastric cancer was 5 per cent. This group 
of patients with masked malignancy constitutes a 
highly favorable group. A 3 to 5 year follow-up study 
of this group shows a survival of 46 per cent. By con- 
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trast, of 99 patients operated upon for gastric cancer, 
only 10 per cent are alive and apparently free of recur- 
rence 2 to 6 years after surgery. 

In 80 per cent of the patients who were in an in- 
determinate category, a curative type resection could 
be carried out by contrast to 43 per cent of the group 
in the category of malignancy prior to surgery. 

In this series, the gastric cancer of the masked 
malignancy variety is 4 to 5 times as curable as the 
clinically apparent malignant gastric lesion. 

Of the 24 patients with cancers found at operation 
for ulcer, 54 per cent had no demonstrable metastases. 
In the 99 patients with apparent carcinoma, only 28 
per cent had no demonstrable metastases. 

Because of the excellent results following resection 
for benign gastric ulcer, an incidence of 20 per cent of 
malignancy in the indeterminate group and a survival 
of approximately 50 per cent on a 3 to 5 year follow-up, 
the authors believe that an operative mortality rate of 
1 to 2 per cent and a late morbidity of 5 to 10 per cent 
is acceptable even if the lesion proves to be benign. 

— John H. Dans, M.D. 


Carcinoma of the Gastric Stump Following Resection 
for Duodenal or Gastric Ulcer (Zur Carcinomen- 
twicklung im Restmagen nach Resektion wegen Ulcus 
duodeni oder ventriculi). W. D. Neumann. Chirurg, 
1957, 28: 15. 


Cases of carcinoma that develop in the gastric stump 
following resection of the stomach for duodenal or 
gastric ulcer are relatively rare and involve difficult 
problems from the etiologic, diagnostic, and thera- 
peutic standpoint. Such cases were rarely reported in 
the past and even some of the collective reports fail to 
mention them. In 1951, Bauer reported 26 cases in all 
of the literature. More recently 11 cases were reported 
by Kyrle and Wild in 1952, and 12 cases by Huber 
and 4 by Bandmann were reported in 1953. Pirner 
likewise reported 1 case in 1953, and Heinzel and 
Laqua reported 3 cases during the period from 1950 
to 1953. 

Intervals up to 20 years had elapsed between the 
time of the operation for ulcer and the development of 
symptoms of carcinoma. During this long interval the 
patients had remained free from gastric symptoms. 

A case is described in detail of a man, 49 years of 
age, who had been operated upon 20 years earlier for 
duodenal ulcer. On admission he had been suffering 
for 2.5 months with symptoms of gastric pressure and 
pressure in the upper abdomen which became worse 
after meals. There was no vomiting, but a general 
weakness and loss of weight. His bowel movements 
were regular. Examination revealed the patient to be 
in a good general condition. The results of the labora- 
tory tests were: a sedimentation rate of 30/70; free 
hydrochloric acid in the stomach contents, 30 and 
total acidity +6. Blood was present. The test for 
occult blood in stool gave positive results. Roentgen 
examination revealed an interruption of the gastric 
contour at the transition of the fundus to the body of 
the stomach, which was transformed into bizarre, 
rigid, constricted tube. 

_ Operation on the eighteenth day following admis- 
sion under potentiated narcosis with intubation re- 
vealed a small scar at the site of the former ulcer and 
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Fic. 1 (Neumann). Condition following shunting 
operation for duodenal ulcer. Parietal rigidity in the 
region of the corpus ventriculi. 


the presence of a tumor extending into the anasto- 
mosis. There were no liver metastases and no distant 
lymph node involvement. The loop of small intestine 
that had been utilized for the anastomosis was liber- 
ated on all sides from the mesocolon, revealing that 
the tumor extended up to the middle colic artery. 
The latter had been ligated thus endangering the 
vitality of the transverse colon. The efferent loop of 
the small intestine and the afferent loop directly in 
front of the anastomosis were divided. The stomach 
was divided three fingerbreadths above the tumor, 
with suture of the upper half of the stump and anas- 
tomosis of the inferior half to the superior jejunal loop 
brought up through the slit in the mesocolon. The 
afferent duodenojejunal loop was brought up and im- 
planted endolaterally below the anastomosis in the 
loop of small intestine brought up for gastric anasto- 
mosis. Six to 7 cm. of the transverse colon, which had 
been seriously affected by ligature of the middle colic 
artery, had to be resected with an end-to-end anas- 
tomosis. 

The operative specimen consisted of a section of the 
stomach, 10 cm. in length, with a small intestinal 
anastomosis. Large tumor masses filled the gastric 
lumen and the area of anastomosis. The inferior mar- 
gin of a section of the transverse colon, about 15 cm. 
in length, showed a purple discoloration in its center. 

The postoperative course was smooth and the pa- 
tient was discharged on the ninth postoperative day. 
Histologic examination of the specimen revealed a 
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glandular carcinoma that had also invaded the mus- 
culature. 

The cause of the development of carcinoma in the 
gastric stump following resection of the stomach for 
duodenal or gastric ulcer is regarded by some as 
purely incidental, and Huber attributes its increasing 
incidence to the larger number of persons reaching 
the so-called cancer age. He also believes that an un- 
recognized carcinoma occasionally was present at the 
time of the initial operation, in which instance later 
carcinoma of the gastric stump must be considered a 
recurrence. Such a suspicion might seem more justifi- 
able if the time elapsing between the original opera- 
tion and the onset of cancer symptoms was shorter 
and if the operative specimen had not been subjected 
to adequate histologic examination. In the present 
case the presence of a malignant growth at the time 
of the first operation could be excluded. It has been 
suggested that in many of these cases the initial opera- 
tion was not sufficiently radical, but cases are on 
record in which carcinoma developed in the stump 
even after very radical interventions. Of course, cases 
in which carcinoma developed secondarily in a re- 
maining or recurring ulcer could not be included in 
this category. 

It must also be taken into consideration that the 
first operation favors conditions such as anacidity 
which predispose to carcinomatous development. 
Huber does not believe this to be a factor. Precan- 
cerous gastritis also has been suggested as a predispos- 
ing factor. However, information is not available as to 
whether the carcinoma might arise from the associated 
gastritis existing prior to operation, from gastritis of 
the anastomosis following gastroenterostomy, or from 
gastritis of the stump following the resection. Roent- 
genologic evidence of gastritis of the stump and histo- 
logic and gastroscopic evidence of chronic inflamma- 
tions in the anastomosis have frequently been pre- 
sented. Bardmann has also suggested that the anasto- 
mosis may be chemically and mechanically affected 
following both a Billroth II resection and a simple 
gastroenterostomy, since unchanged food particles 
may prove irritating or, as emphasized by Pirner, the 
gastric juice may come into direct contact with the 
gastric mucosa, providing an unphysiologic stimulus 
that might later lead to carcinomatous degeneration. 
Wolfsohn has indicated that substances which inhibit 
carcinoma are present in the small intestine. 

The early diagnosis of carcinoma of the gastric 
stump is rendered difficult because of the long interval 
elapsing between the initial operation and the ap- 
pearance of the symptoms of carcinoma. Few patients 
have been under continuous observation over such a 
long period of time. Roentgen examination of the 
resected stomach is not very satisfactory. Eventually 
gastroscopy might be found helpful, and once the 
symptoms of gastric carcinoma develop an explora- 
tory laparotomy is indicated. 

The treatment of unequivocally diagnosed carci- 
noma of the gastric stump is total or subtotal gastrec- 
tomy. Even in those cases in which operation is still 
possible, the operative mortality is high and the prog- 
nosis in patients who survive the operation is poor. 
A rapid dissemination of the malignant process com- 
monly follows operation.—Edith Schanche Moore 





Comparative Cytologic and Histologic Studies in 
Carcinoma of the Stomach (Vergleichende Cytodi- 
agnostik bei histologisch unterschiedlichen Magen- 
carcinomtypen). EBERHARD JESCHAL, Arztl. Forsch., 
1957, 11: 64. 


THE AUTHOR and his associates studied 50 patients with 
carcinoma of the stomach. Cytologic specimens were 
obtained by gastric washings. In 25 patients it was 
possible to compare positive cytologic findings with 
the histologic appearance of specimens removed by 
subtotal gastric resection. It was concluded from this 
study that no positive forecast of the type of gastric 
carcinoma could be determined by the study of the 
exfoliated cells. . 

In the author’s experience the most frequently en- 
countered gastric cytologic material was a specimen 
composed of mixed cells that exhibited considerable 
pleomorphic changes along with variations in the 
size and shape of the nuclei. Cases in which exclusively 
large or exclusively small cells were encountered 
seldom occurred. —Orville F. Grimes, M.D. 


A Comparative Evaluation of Changes in Weight 
After Partial Gastrectomy and After Vagotomy 
with Gastroenterostomy. T1LpEN C. Everson, VER- 
Non Z, Hutcuincs, JEssE Etsen, and Micwaet F. 
Wiranowsk!. Ann. Surg., 1957, 145: 223. 


A COMPARATIVE nutritional follow-up study has been 
made of 318 patients subjected to partial gastrectomy 
(Billroth II type) and 118 patients subjected to vagot- 
omy with gastroenterostomy at the Hines Veterans 
Administration Hospital and the University of Illinois 
Research and Educational Hospital during the period 
from 1946 to 1954. 

The authors were unable to note a significant 
difference in the percentage of patients who lost an 
appreciable amount of weight after partial gastrec- 
tomy when compared to those with vagotomy and 
gastroenterostomy. However, loss of weight in com- 
parison with the average healthy weight tended to 
occur more frequently and in greater degree after 
partial gastrectomy. 

The data confirm the frequently expressed clinical 
impression that the incidence and degree of loss of 
weight increase directly with the extensiveness of the 
gastric resection. 

Patients who preoperatively were below “ideal” 
weight tended to have less deficit in weight after 
vagotomy with gastroenterostomy than after partial 
gastrectomy. In the authors’ opinion, the percentage 
differences noted in the series were insufficient to 
make one advocate the use of vagotomy and gastro- 
enterostomy in preference to adequate partial gas- 
trectomy on the basis of better nutritional status. 

— Edmund R. Donoghue, M.D. 


The Treatment of Perforated Peptic Ulcer; a — 
of 437 Surgical Cases. ANDREW J. Martinis, HILp- 
inc H. Orson, and Henry N. Harkins. West. 7. 
Surg., 1957, 65: 72. 


A REPORT is presented from the Surgical Service, 
King County Hospital, Seattle, wherein the results 
of the treatment of perforated ulcers in 437 patients 
treated during the years 1938 to 1955 inclusive are re- 
corded. The patients were primarily white males and 
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the authors found that the lowest rate of incidence was 
in the summer and the highest in the winter. Thirty per 
cent of the patients denied any previous symptoms 
suggestive of gastric or duodenal ulcer and approxi- 
mately 17 per cent showed concomitant bleeding. In 
the literature the incidence of bleeding accompanying 
perforation rarely exceeds 10 per cent, and the ana- 
tomic basis rests in the fact that most ulcer perfora- 
tions occur in the anterior superior portion of the first 
part of the duodenum, the so-called “anemic spot.” 

The over-all mortality from perforated peptic ulcer 
was 22.6 per cent, and in the analysis it was demon- 
strated that as the age increases the prognosis becomes 
less favorable. It is well known that the longer the 
delay from perforation to the time of operation the 
higher the mortality rate becomes, but no consistent 
pattern was established in the series reported. 

Conservative management by continuous gastric 
suction, antibiotics, transfusion, and parenteral fluids 
was utilized in 57 patients with an over-all mortality 
rate of 59.5 per cent. Those treated conservatively 
were basically the most moribund and were so treated 
because of the inadvisability of surgery. 

Three hundred and eighteen patients were treated 
by simple closure with 42 deaths for a mortality rate 
of 13.4 per cent. That a majority of patients treated 
by simple closure will remain perfectly well without 
further management is a tenet not held by the au- 
thors. The majority of patients required either medical 
or further surgical management for control of the 
symptoms of the ulcer and only a very small percent- 
age were able to discontinue medication. Therefore, 
in 1950 primary subtotal gastric resection was first em- 
ployed as a method of treatment. The results with 
this method were quite favorable and at the present 
time primary gastric resection is now considered the 
treatment of choice if all or most of the criteria of 
safety and at least one of the specific indications for 
such a method are present. The criteria of safety are: 
(1) arelatively short duration of time between perfora- 
tion and operation—usually within 8 hours; (2) a 
patient in otherwise relatively good condition; (3) 
a surgeon with adequate experience; and (4) ade- 
quate facilities for good operative and postoperative 
care. 

The specific indications include: (1) perforations 
of gastric ulcer; (2) perforation combined with 
bleeding; (3) large or multiple perforations; (4) cal- 
loused ulcers with fixed pyloric obstructions; (5) pa- 
tients with a history of more than 12 months of ulcer 
symptoms, of previous perforation, or with previous 
positive x-ray evidence of peptic ulcer; and (6) pa- 
tients whose profession or disposition render them 
incompatible with subsequent medical management. 

There has been only 1 death in 40 patients treated 
by primary gastric resection with a mortality rate of 
25 per cent. Since 1938, 358 patients have been 
treated surgically with an over-all operative mortality 
tate of 12.1 per cent. 

While simple closure remains the most commonly 
employed method of treatment, it is the impression of 
the authors that primary or early elective gastric re- 
section is the best method of therapy. Ir their hands it 
has yielded the lowest mortality incidence and has 
also given them the best ultimate results. Eighty-three 
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per cent of their patients were completely asympto- 
matic on follow-up study. Reports from other institu- 
tions similarly indicate a high percentage of good long 
term results. — James H. Holman, M.D. 


Anticholinergic Drugs in Peptic Ulcer; Their Cur- 
rent Status. JosEpH B. Kirsner, HAROLD Forp, and 
Rosert S. Kassriet. Med. Clin. N. America, 1957, 
41: 495. 


THE AUTHORS have previously characterized the ideal 
gastric antisecretory agent, useful in the management 
of peptic ulcer, as pharmacologically inducing selec- 
tive inhibition of the parasympathetic mechanism of 
gastric secretion without appreciable ganglionic block- 
age or curariform activity; and clinically, as a safely 
administered, palatable compound, effectively de- 
pressing acid output for long periods after oral ad- 
ministration, without troublesome side actions or the 
development of drug tolerance. This ideal objective 
has not been attained. The innumerable therapeutic 
claims have been confusing and discouraging. The 
anticholinergic dilemma is emphasized by the con- 
tinued search for more effective drugs, despite the 
many favorable reports. The clinical appraisals of 
anticholinergic medication in peptic ulcer obviously 
have been inadequate. Present anticholinergic drugs 
do not produce a true “medical vagotomy.” No single 
drug excels all others in gastric inhibitory properties, 
clinical tolerance, and therapeutic value in peptic 
ulcer. No single observer has accumulated sufficient 
laboratory and clinical data to attempt a definitive 
comparison of the many compounds now available. 
The individual variations in the gastric secretion, 
responses to medication, and the side actions, and the 
varying conditions of study reported in the literature 
likewise do not justify such an analysis at present. 
The general impression, based upon a review of the 
total evidence and the authors’ clinical experience, is 
that the more potent gastric inhibitory compounds 
tend to be useful adjuncts in the treatment of peptic 
ulcer when they can be prescribed in sufficiently large 
quantities; and that relatively ineffectual preparations, 
when administered orally, tend to be less satisfactory 
therapeutic agents. The more potent compounds also 
are more likely to cause systemic manifestations of 
parasympathetic inhibition. The early response to 
anticholinergic therapy seems to be satisfactory with 
many preparations; the long-term results, on the other 
hand, though disappointing in several reports, do not 
appear to have been investigated thoroughly as yet. 
Final evaluation of this therapeutic adjunct in peptic 
ulcer probably should be deferred, therefore, until a 
sufficient number of acceptable long-term studies 
becomes available. — Benjamin Goldman, M.D. 


Evaluation of Peptic Ulcer Therapy Based on a 5 to 
10 Year Follow-Up Study. WattMaNn WALTERS. 
Arch. Surg., 1957, 74: 615. 


THE PRESENT DAY treatment of benign gastric and 
duodenal ulcer is directed toward the reduction of 
gastric acidity and the relief of gastrospasm. The 
patient is given mental and physical rest away from 
his work, preferably in bed in a hospital. Under these 
conditions the effects of cerebral stimuli carried 
through the vagus to the stomach are decreased, 
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gastric secretion is lessened, and gastric acidity is re- 
duced. A soft, bland diet is prescribed to decrease the 
gastric motility. Long-acting antispasmodics and 
sedatives are used and intragastric control of gastric 
acidity is accomplished by frequent feedings, by the 
use of such antacids as aluminum hydroxide, and 
occasionally by such alkalies as sodium bicarbonate, 
magnesium oxide, and bismuth subcarbonate. The 
response to such a regimen is frequently dramatic 
when a crisislike type of penetrating ulcer is present, 
but unfortunately the results are temporary in most 
cases, even though an ambulatory medical regimen 
is continued. 

From a surgical standpoint these criteria for treat- 
ment are obtained by the removal of a half to two- 
thirds of the stomach and that part of the duodenum 
containing the ulcer whenever it is possible and safe 
to do so, or by gastroenterostomy either with or with- 
out associated vagotomy. When an adequate amount 
of stomach, including the ulcer, is removed in the 
course of partial gastrectomy for gastric ulcer, acidity 
decreases to achlorhydric levels almost without excep- 
tion with both the Billroth I and the Billroth II opera- 
tions, and recurring ulceration seldom occurs. 

In the author’s opinion, the results following the 
Billroth II type of partial gastrectomy for chronic re- 
curring duodenal ulcer, gastric ulcer, and gastrojejunal 
ulcer after gdstroenterostomy are superior to those of 
any other type of surgical procedure for these types 
of benign peptic ulcerations, as based on the relief of 
ulcer pain, the functional results, and the infrequency 
with which a recurring ulcer takes place. 

The experience of others and of surgeons at the 
Mayo Clinic in cases in which vagotomy and gastro- 
enterostomy had been performed has shown several 
times the incidence of recurring ulceration that occurs 
after partial gastrectomy of the Billroth II type. 
Gastroenterostomy in certain patients with large 
chronic penetrating duodenal ulcers is an operation 
which may be preferable to partial gastrectomy. This 
preferability results from the lowered risk by not 
attempting to remove the area of duodenal ulceration 
because of the risk of leakage from the duodenal 
stump with serious complications, and it may be the 
indicated procedure in the elderly patient with large 
ulcers and low gastric acidity or in cases of a ‘‘burned- 
out” duodenal ulcer in which the healing scar has 
obstructed the duodenum. 

Transposition of a segment of the transverse colon 
between the resected stomach and the duodenum did 
nothing to further reduce the gastric acidity, nor did 
it change the physiologic aspects of gastric secretion 
and neutralization. It is the author’s opinion that the 
tubular gastric resection is still in the investigative 
stage since insufficient time has elapsed since the 
operation and the number of cases observed has been 
insufficient to insure an accurate estimation of recur- 
rent ulceration and the functional results of the opera- 
tion. 


Critical Analysis of Intestinal Antisepsis. Epcar J. 
Potn. 7. Am. Ass., 1957, 163: 1317. 


THE AUTHOR compared the effectiveness of the anti- 
biotics commonly used to produce preoperative in- 
testinal antisepsis. He states the most important period 
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during which bacterial inhibition should be main- 
tained is the period of early healing. 

Unsustained suppression of bacterial growth favors 
the outgrowth of the resistant organisms. Because of 
this and the ideal culture media of the intestine, 
antibiotic agents must be maintained in unusually 
high concentrations. Intestinal antiseptics should not 
be administered more than 4 hours apart because of 
the rapidity with which they pass through the small 
bowel. 

The author believes the best intestinal antiseptic to 
be a combination of neomycin and sulfathalidine 
administered orally. In patients who have a complete 
obstruction, he uses no preoperative intestinal antisep- 
sis, but a solution of neomycin and bacitracin is in- 
stilled in the peritoneal cavity at the time of operation. 

A chart of the author’s schedule of the preparation 
for patients who do not have an obstruction, have a 
partial obstruction, or have a complete obstruction 
is included in the article. 

—David E. Hallstrand, M.D. 


Results in the Treatment of Intussusception in Infants 
and Children. Georct B. Packarp and R. PARKER 
ALLEN, Surgery, 1957, 41: 567. 


THE AUTHORs present a 20 year review of their treat- 
ment of intussusception. There were 38 cases during 
the period from January, 1936 to January, 1946. 
The mortality rate of 18.4 per cent, was due mostly 
to the fact that the patients came into the hospital 
so late that no treatment could be rendered. During 
this period none of the intussusceptions were treated 
by barium enema reduction. The second period, that 
between January, 1946 and January, 1956, included 
100 cases of intussusception with a mortality rate of 
3 per cent. Forty-three of these patients had initial 
surgery, 55 had initial barium enema, and 29 had 
surgery after the barium enema. Two of the 3 deaths 
in this series were in patients who came in so late 
that no treatment could be given. There was only 1 
death among the patients who were treated, and that 
was in a patient who had an initial barium enema 
and later surgery. 

The authors presented this review of cases primarily 
to re-evaluate the barium enema technique of reduc- 
tion. They state that the objections to this type of closed 
treatment are that: (1) precious time is lost in the 
x-ray room and in observation afterward; (2) proof 
of reduction is inaccurate and uncertain; (3) barium 
enema fails to reduce most of the enteric type of 
obstructions which make up 15 per cent of the cases; 
(4) inciting causes, such as tumors of the small bowel 
or Meckel’s diverticula, cannct be demonstrated; and 
(5) gangrenous bowel may be reduced or a perfora- 
tion may be unrecognized. 

The advantages of closed reduction are listed as: 
(1) a high percentage of ileoileal intussusceptions can 
be reduced without operation; (2) perforation or 
reduction of gangrenous bowel does not occur with 
limited pressure; (3) operation carries with it a higher 
mortality than simple enema and definitely a higher 
morbidity; and (4) there is a great economic saving. 

The technique of barium enema reduction in us¢ 
at the Denver Children’s Hospital is to introduce a 
No. 16 Foley catheter into the rectum and inflate It. 
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The barium suspension is allowed to run into the 
tube under gravity pressure of not over 3 feet. If the 
barium column reaches the intussusception and stops, 
the patient is allowed to evacuate this material and 
asecond or third trial is made with the same pressure 
of not over 3 feet in height. There is no anesthetic, 
no manipulation, and if the reduction is not considered 
complete the patient is immediately operated upon. 
The procedure does not take longer than 30 minutes. 
It is the authors’ conclusion that there is a trend 
toward primary barium enema reduction in proper 
cases with subsequent operation to be expected in 
many. If the reduction is completed by barium enema, 
one must always be on the alert for the possibility of 
higher obstruction. —David E. Hallstrand, M.D. 


The Pathogenesis of Strangulation Intestinal Ob- 
struction; an Experimental and Clinical Study. 
Paut NemIr, JR., H R. Hawrtuorne, and D. L. Dras- 
KIN. Gastroenterology, 1957, 32: 249. 


THE AUTHORS have observed that in experimental 
strangulation intestinal obstruction the gangrenous 
wall ultimately became permeable to its intraluminal 
contents. The intraluminal fluid entered the peritoneal 
cavity and was rapidly absorbed into the blood 
stream. Death of the experimental animal occurred 
soon after the intraluminal fluid first appeared in the 
peritoneal cavity. It was possible to trace this course 
ofevents by the finding, on spectrophotometric analy- 
sis, of an abnormal hemin pigment not previously 
identified in vivo which was present first in the gut 
lumen, later in the peritoneal cavity, and finally in 
the blood stream just prior to the death of the animal. 
The peritoneal fluid revealing the abnormal absorp- 
tion spectrum pattern was lethal upon injection into 
recipient animals. 

Further studies were directed toward a more exact 
identification of the abnormal pigment by reproduc- 
ing the phenomenon in vitro. A pigment resembling 
that found spectrophotometrically in experimental 
strangulation obstruction was successfully produced 
from hemoglobin by incubating blood with activated 
pancreatic juice for 24 to 36 hours at 37.5 degrees C. 
The substances containing the abnormal hemin pig- 
ment were highly toxic. However, the enzymatic di- 
gestion of plasma alone yielded an equally toxic mix- 
ture. The lethal agent might therefore be either the 
hemin pigment or an incomplete breakdown product 
of protein, or both. 

In the nonantibiotic-treated animals the gut wall 
barrier became permeable to the bacterial flora in the 
lumen within 14 to 20 hours after strangulation. 
After this interval, the peritoneal fluid generally con- 
tained the same organisms present in the gut lumen. 

Antibiotics were beneficial in prolonging the lives 
of animals with strangulation intestinal obstruction. 
ln vitro experiments on gut segments demonstrated 
the protective action of antibiotics on the intestinal 
mucosa, delaying the absorption of toxic substances 
ftom the gut lumen. It is probable that the degree of 
protection afforded and the length of protective action 
are directly proportional to the degree of tissue con- 
centration of the antibiotic. 

While it would appear, from the experimental 
work, that high doses of antibiotics may be life-saving 
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in strangulation obstruction, this should not in any 
way lead to a compromise of the basic surgical princi- 
ple that gangrenous gut must be removed from the 
peritoneal cavity at the earliest possible time. 

—Earl W. Cauldwell, M.D. 


Treatment of Duodenal Ulcer by Exclusion Gastrec- 
tomy (La gastrectomie pour exclusion dans les ulcéres 
duodénaux). R. pE VERNEjouL, Ep. Henry, R. 
Devin, and R. Coursrer. 7. chir., Par., 1957, 73: 129. 


THOUGH GASTRODUODENECTOMY for the treatment of 
duodenal ulcer is accomplished without difficulty in 
most cases, in some, especially when considerable in- 
flammatory reaction is found in and around the ulcer, 
technical difficulties are encountered in dissection. In- 
juries to the common duct, the pancreatic ducts, and 
even the hepatic artery and portal vein occur in such 
patients. No known technical procedures, such as 
duodenotomy and retrograde duodenectomy de- 
scribed by Bazy, Lortat-Jacob, Maignan, and others, 
can obviate on every occasion the accidents in two 
types of duodenal ulcers: (1) ulcers of the second part 
of the duodenum and (2) ulcers penetrating into the 
head of the pancreas with the common duct or a pan- 
creatic duct at its base. 

In a series of cases of gastroduodenal ulcers these 
two types were present in 2.8 per cent of the 3,000 pa- 
tients. In these situations gastroduodenectomy has to 
be replaced by a different procedure, the authors men- 
tioning (1) a two stage gastroenterostomy followed by 
a gastrectomy after the inflammatory processes in the 
ulcer area have subsided; (2) gastroenterostomy; (3) 
a gastroenterostomy and vagotomy; and (4) an ex- 
clusion gastrectomy. 

The authors perform a gastroenterostomy and va- 
gotomy only in old or debilitated patients, reserving 
the exclusion gastrectomy for the remaining patients. 
The exclusion type of gastrectomy as introduced by 
Finsterer in 1918 proved unsuccessful, and Leriche in 
1934 introduced the technique of removing the acid 
bearing portion of the stomach. The authors reviewed 
the position of this type of gastrectomy in the present 
day technical surgical armamentarium. In most cases 
they preserve the pylorus but insist on (1) the removal 
of the antral mucosa to the pylorus, (2) an adequate 
subtotal gastrectomy, and (3) a gastrojejunostomy 
which prevents stasis and reflux of the gastric contents 
into the duodenum. The difficulty of handling the 
duodenal stump is thus obviated. The authors believe 
that transection and closure of the first part of the 
duodenum for ulcers of the second part of the duode- 
num are only rarely accomplished through an entirely 
normal mucosa and serosa. 

The exclusion type of gastrectomy may be divided 
into the following stages: (1) dissection of the greater 
and lesser curvatures, (2) incision of the serosa, (3) dis- 
section of the serosa, (4) transection and suture of the 
mucosa, and (5) tailoring and suture of the serosa. 

A gastrojejunostomy by the Finsterer method is 
used by the authors. A suspension of the gastrojejunal 
stoma is carried out to prevent reflux of the gastric 
contents into the afferent loop. Suspension of the 
stoma, an adequate gastrectomy including as much of 
the fundal and greater curvature mucosa as possible, 
and removal of all antral mucosa are the factors con- 
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sidered necessary to prevent stomal ulcerations. De- 
spite such precautions this complication was observed 
in 9 out of 82 patients who had an exclusion 
gastrectomy. 

The mortality rate reported for this type of gastrec- 
tomy was 4.8 per cent: in 2 cases from persistent 
hemorrhage, in 1 from a duodenal fistula, and in 1 
from an undetermined cause after the patient had 
been reoperated on for a peptic ulcer. 

The authors emphasize that the exclusion type of 
gastrectomy with removal of the antral mucosa is not 
to be used routinely but only in selected cases. 

No mention is made in this article of the Wangen- 
steen type of segmental gastric resection which seems 
simpler and also obviates the previously mentioned 
technical difficulties. —Karel B. Absolon, M.D. 


Etiology of Regional Ileitis (Indagini sulla etiologia 
della ileite granulomatosa di Crohn). G. Bini and V. 
PELAGATTI. L’ateneo parmense, 1956, 27: 773. 


THE AUTHORS report the case of a 44 year old female 
who had been ill for about 8 years. She had had suc- 
cessive attacks of abdominal pain every few months. 
On April 6, 1956, she had a prolonged attack of pain 
and was subsequently hospitalized. The clinical eval- 
uation led to a diagnosis of subacute obstruction of 
the terminal ileum. 

At operation she was found to have a stenosing 
lesion of the ileum 2 to 3 centimeters in length and 
about 20 centimeters from the ileocecal valve which 
was adherent to the anterior abdominal wall. Two 
other similar lesions were found in close proximity but 
not adherent to the abdominal wall. About 50 centi- 
meters of the small bowel were resected. The distal 
resection line was near the ileocecal valve, and the 
distal ileum was closed with a double layer of sutures 
forming a blind pouch. The proximal portion was 
anastomosed to the transverse colon with a side-to-side 
antiperistaltic type of anastomosis. The postoperative 
course was uneventful. 

The microscopic appearance of the resected bowel 
was that of regional ileitis. The histologic picture re- 
sembled sarcoidosis and tuberculosis as well as ileitis. 
The routine studies for tubercle bacilli were negative 
but they were demonstrated with the fluorescent 
microscope. A tuberculin skin test gave a positive reac- 
tion. The authors concluded that this represented a 
case of regional ileitis caused by tubercle bacilli. 

—Lucian 7. Fronduti, M.D. 


The Diagnosis of Atypically Situated Acute Appen- 
dicitis. Tsenc Hsten-Cutu and Wu WEI-Jan. Chin. M. 
F., 1956, 74: 536. 


ACUTE APPENDICITIS is the most commonly encoun- 
tered acute surgical abdominal condition. According 
to several recent reports acute appendicitis is responsi- 
ble for about 3 per cent of all hospital admissions in 
China. Statistics from the Union Medical College, 
Peking, show that 1 of every 3 patients admitted to 
the general surgical service in the period from 1951 
to 1952 had acute appendicitis. Fortunately, in recent 
years the mortality and morbidity from acute ap- 
pendicitis have been very much lowered. The key to 
the achievement of this aim lies in correct diagnosis 
at an early stage of this disease followed by prompt 
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surgical intervention. This is made possible by the 
continuously improved health services under the 
People’s Government. The responsibility of surgeons 
is to improve the diagnostic ability in order to elimi- 
nate delay in treatment as a result of incorrect diag. 
nosis. 

When an abnormally situated appendix becomes 
acutely inflamed, the clinical picture is atypical and 
its diagnosis may be difficult. However, if the possi- 
bility of an atypical location of the appendix is con- 
stantly kept in mind, and if in the interpretation of 
the symptoms and signs the general characteristics of 
the pathologic and clinical features of acute appendi- 
citis are correlated with the anatomic details of the 
atypical location of the appendix, a correct diagnosis 
can be made in many instances. Therefore, when en- 
countering difficulties in diagnosis, surgeons should 
take a very careful clinical history. Later, at the time 
of operation, an attempt should be made to explain 
the atypical symptoms and signs in the light of the 
operative findings. In this way, typical features may 
be discovered among a mass of apparently confused 
phenomena, and diagnostic ability can be improved. 

When an acute inflammation of an atypically 
situated appendix is suspected, a roentgenologic gas- 
trointestinal study that shows the exact location of the 
cecum is helpful in diagnosis. If the result of a previous 
barium examination is not available, a plain film of 
the abdomen may sometimes show the position of the 
gas-filled cecum. A correct diagnosis in atypically 
situated appendicitis is also important in determining 
the choice of operative incision. For pelvic appendi- 
citis, a low right rectus incision is satisfactory. In acute 
retrocecal extraperitonea! appendicitis with abscess 
formation, the abscess may be drained through an ex- 
traperitoneal approach without contaminating the 
peritoneal cavity. For acute inflammation of an ap- 
pendix situated high in the right side of the abdomen 
the incision should be made higher than usual. A 
correct diagnosis in the early stage of the disease is an 
important factor in lowering the mortality and mor- 
bidity rate in acute appendicitis. Improvement in the 
ability to diagnose an atypically situated acute appen- 
dix is an important step toward this goal. 

— Edmund R. Donoghue, M.D. 


Duplication of the Sigmoid Imitating Tuberculous 
Peritonitis, NuRoLLAH Hakim, OGDEN B. CarTER, 
Jr., and Hersert A. Scuutte. 7. M. Soc. N. Jersey, 
1957, 54: 50. 


THE AUTHORS report the discovery of a huge duplica- 
tion of the sigmoid in a 7 year old boy. The lesion 
was a flaccid, thick-walled, dumbbell-shaped cyst 
weighing 1,800 grams. It was intimately attached to 
the sigmoid which had to be resected with it. There 
was no connection between the lumen of the sigmoid 
and the cavity of the cyst. 

The interesting features of the clinical course were 
the distention of the abdomen, the temperature of 102 
degrees, and the white blood count of 5,500. These 
findings suggested tuberculous peritonitis, but the 
roentgenogram of the gastrointestinal tract with bar- 
ium revealed a huge, lower abdominal mass. Follow- 
ing excision, the patient’s course was uneventful. 

— Ward D. O’ Sullivan, M.D. 
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The Incidence of Polyps in 500 Proctosigmoidoscopies 
in Asymptomatic Young Men. Franx K. Assort, 
Lee S. Monroe, and Francis M. SPENCER. Gastro- 
enterology, 1957, 32: 704. 


Tuls STUDY was carried out in a large basic military 
training center, and is unique in that the average age 
of the subjects was 18.6 years, with the ages ranging 
from 17 to 25 years, and that the subjects had no 
symptoms referable to the gastrointestinal tract in 
their past history. Of the patients 465 were Caucasian, 
32 Negro, 2 Mongolian, and there was 1 American 
Indian. 

The instrument was passed for an average distance 
of 8.75 inches and adenomatous polyps were found in 
§ patients (1.6 per cent). All polyps found were be- 
tween 1 and 7.5 inches from the anus and multiple 
polyps were found in 2 of the 8 (25 per cent). A 
barium enema followed by an air contrast study on 
these 8 patients failed to reveal any additional lesions. 
None of the polyps measured more than 1 centi- 
meter in their greatest dimension. All of them were 
removed and proved to be benign on microscopic 
examination. 

Since there is general agreement that the adenoma- 
tous polyp of the rectum and rectosigmoid is a pre- 
malignant lesion and that the incidence of malignancy 
varies from 5 to 18.6 per cent from series to series, the 
authors strongly advocate that proctosigmoidoscopy 
be included in the complete physical examination of 
all patients both old and young. 

—George R. Holswade, M.D. 


Surgical Treatment of Megacolon (Contributo allo 
studio e al trattamento chirurgico degli stati dolico- 
megacolici nell’adulto). G. OpERtT1 ToNoLLI and AL- 
BERTO CALCAGNO. Rass. ital. chir. med., 1956, 5: 641. 


Tue AUTHORS discuss and review the subject of mega- 
colon. They report 13 cases in which segmental re- 
sections were performed. Five cases were complicated 
by volvulus, one by polyps with invagination, and one 
by adhesions. 

They conclude that segmental resection of the colon 
is the operation of choice in adult patients with mega- 
colon in whom there is no evidence of achalasia of the 
sigmoid. Proximal colostomy is not resorted to unless 
an obstruction is present. Satisfactory results were 
obtained as shown by long range follow-up examina- 
tions which included x-ray studies. 

—Lucian F. Fronduti, M.D. 


Rectal Complications in Irradiation Treatment of 
Cervical cinoma (Complications rectales dans le 
traitement du cancer du col utérin par les radiations). 
Grorces Fasry. Acta gastroenter. belg., 1956, 19: 787. 


luis srupy includes an analysis of the proctologic 
complications in patients with cancer of the uterine 
cervix treated by ionizing radiation (3.15 per cent of 
349 cases). 

One hundred and eight patients had stage 1 cervical 
cancer and 3 cases of delayed proctitis were noted; one 
Was associated with a rectovaginal fistula. Of 104 pa- 
tients with stage 2 cancer of the cervix who were 
treated similarly 5 showed a delayed type of proctitis. 
Cervical cancers in stages 3 and 4 occurred in 59 and 
15 patients respectively, with 3 cases of a delayed type 
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of proctitis in the former group. This incidence rate 
compares favorably with that of the rectal complica- 
tions reported by other authors (Band of Paris and 
Strickland of England), the cure rate being similar. 
It is noteworthy that 9 of the 11 patients with procto- 
logic complications received additional radiation 
therapy. 

Proctitis that occurs as a result of ionizing radiation 
of the uterine cervix may be divided into two types: 
the acute and the delayed type. The acute reaction 
occurred in some 10 per cent of the author’s cases (the 
literature indicates an incidence of up to 30 per cent). 
The symptoms start at the onset of radiation therapy. 
For from 10 to 25 days these patients have diarrhea, 
which on occasion assumes a bloody and purulent 
character. Though digital examination is always neg- 
ative, on proctoscopy a reddened edematous mucosa 
is found. 

The delayed type of proctitis is a much more severe 
complication that occurs several months to years after 
the termination of irradiation therapy. These patients 
usually have an acute onset of sometimes painful and 
bloody defecations associated with tenesmus, but no 
fever or colicky pain. Rectal examination will often 
reveal fixation of the rectum and sometimes narrow- 
ing; pathologically, a fibrosing periproctitis ensues 
which must be differentiated from carcinomatous in- 
vasion. Proctoscopically, a hemorrhagic anoproctitis 
with a telangiectatic and edematous, fragile mucosa 
often containing ulcerations suggestive of primary 
carcinoma or amebic lesions is seen. Though remission 
and recurrences are common a Clinical cure is the 
rule; the symptomatology is often in disproportion to 
the clinical findings and vice versa. Late sequelae such 
as rectal stenosis and the formation of rectal fistulas 
occur rarely (1 in 500 to 1 in 1,000 of the patients 
treated). 

The pathogenesis of this condition is explained by 
the individual and tissue sensitivity variation to ioniz- 
ing radiation. The rectal mucosa is especially sensi- 
tive to irradiation, as demonstrated in some of the 
controlled cases in which the vaginal mucosa resisted 
30,000 roentgens while the rectal mucosa was affected 
by only 6,000 roentgens. The delayed type of post- 
irradiation proctitis is a pathogenetic entity which has 
no relationship to the acute type of postirradiation 
proctitis. 

The theoretical reasons for a delayed onset is men- 
tioned and the relationship to the type of therapy and 
the author’s technique of irradiation (application of 
radium by the DeRegaud’s and Stockholm methods) 
are discussed. 

Endarteritis, vacuolization of myofibrils, the for- 
mation of granulation tissue with fibroblastic prolifer- 
ation showing marked pleomorphism and chronic in- 
flammatory infiltrates are the main pathologic char- 
acteristics. 

Prophylaxis, especially intrarectal dosimetry and 
correction of any rectal pathology and bowel irregu- 
larities at the onset of the treatment, is particularly 
stressed. 

The actual treatment of these complications is less 
specific and consists of instillations of oil, the use of 
analgesic suppositories, and dietary management. 

—Karel B. Absolon, M.D. 
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Present Trend in Surgery of Carcinoma of the Rec- 
tum with Special Reference to Personal Statistics, 
1951 to 1955 (Tendances actuelles de la chirurgie du 
cancer du rectum; a propos d’une statistique person- 
nelle récente 1951-1955). M. Grimoup, J. LAPEYRERE, 
and R, Brucurer. Sem. hop. Paris, Ann. chir., 1957, 11: 
185. 


Two sErRIEs of patients operated upon for carcinoma 
of the rectum are presented. There were 157 patients 
who had excision of the rectum by combined abdom- 
inoperineal approach and 144 who had sphincter pre- 
serving operations. The series totalled 301 cases. 

Prior to 1950 the operative mortality rate was 17.7 
per cent for the non-sphincter preserving procedures 
and 30 per cent for the sphincter preserving opera- 
tions. Since 1950 the mortality rate for both groups 
has been approximately 15 per cent. The decrease in 
the mortality rate is attributable to the use of anti- 
biotics, particularly for the preparation of the intes- 
tine, and to a better selection of the patients. A recur- 
rence of the tumor was observed in 37 of 93 patients 
who survived non-sphincter preserving resections and 
in 36 of 71 who survived sphincter preserving opera- 
tions. 

Fistulization was a common complication follow- 
ing sphincter preserving operations and occurred in 
approximately 25 per cent of those operated on by 
the abdominal route and in 50 per cent of those who 
had a combined abdominoperineal approach. 

In dealing with large tumors in which it is obvious 
during the abdominal part of the operation that the 
sphincters must be sacrificed, the authors usually used 
a combined abdominosacral approach. The abdom- 
inoperineal approach is reserved for those cases of 
tumors that can be entirely dissected free from above. 

The sphincter preserving procedures are reserved 
for young people in whom avoidance of a colostomy 
is desirable for social adjustment; for thin patients 
with sufficiently long colon; and for nonencircling 
tumors located 7 centimeters or more above the anus. 

—Frederick W. Preston, M.D. 


Twenty-Five Years of Experience with Surgery of 
Carcinoma of the Rectum (Vingt-cing années d’ex- 
périence de la chirurgie du cancer du rectum). F. 
D’Atramngs. Sem. hép. Paris, Ann. chir., 1957, 33: 7. 


DurinG THE LAsT 10 YEARS the abdominal approach 
for surgery of carcinoma of the rectum has been used 
more and more. A study of 158 cases demonstrates 
that the operability had increased to 87.8 per cent of 
the patients examined. The radical operation is still 
considered justified in cases of tumor extending be- 
yond the rectum. The problem of total pelvectomy is 
raised for extensive involvement of the vesical trigone; 
this operation is less frequently indicated than in cases 
of genital tumor. Conservative surgery depends upon 
the height of the cancer (70 per cent of all operations). 
For tumors high in the rectum resection by the ab- 
dominal route is recommended. In most of the ab- 
dominosacral operations only the coccyx should be 
ablated. Babcock’s operation does not provide enough 
continence and should be restricted to well defined 
cases. 

The mortality ranged between 1.9 and 8.6 per cent 
for the first 15 postoperative days. The percentage of 
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late cures after 5 years was between 31 and 77 per 
cent and is related to the site of the tumor, not to 
the operative technique. — Marc Verstraete, M.D. 


LIVER, GALLBLADDER, PANCREAS, AND 
SPLEEN 


Current Problems in Management of Patients with 
Portal Hypertension. CHartes G. Cuitp III, and 
ARTHUR J. Donovan. 7. Am. M. Ass., 1957, 163: 1219, 


THE PRIMARY INDICATION for portal decompression 
today is the threat of massive hemorrhage from varices. 
At first thought the cause of hemorrhage from varices 
seems simple enough, but proof of why patients bleed 
massively from esophagogastric varices has proved 
elusive. Pathologists who describe what they see at 
autopsy have learned that in about 50 per cent of the 
patients dying of varical hemorrhage frank ulceration 
is present; in 40 per cent there appears to be a clean 
tear, as though the varix had ruptured mechanically; 
and in the remaining 10 per cent a site of hemorrhage 
cannot be demonstrated. 

The two conventional explanations for hemorrhage 
are rupture due to increased pressure and ulceration 
secondary to esophagitis. If hemorrhage should ulti- 
mately prove to be entirely a phenomenon of increased 
pressure, portal decompression will survive as an im- 
portant surgical operation. 

Patients with portal hypertension due to portal 
thrombosis are generally children or young adults for 
whom medical care is sought either because of un- 
heralded varical hemorrhage or because of anemia 
and an enlarged spleen. Currently, the ideal treatment 
consists of splenectomy and portal decompression by 
means of an end-to-side splenorenal shunt. Although 
most young persons with esophagogastric varices suffer 
from portal hypertension due to an extrahepatic block, 
a small percentage have an as yet poorly understood 
form of juvenile cirrhosis, with an intrahepatic rather 
than an extrahepatic obstruction. 

In patients with cirrhosis, controversies no longer 
revolve about whether recurrent hemorrhage can be 
prevented by portal decompression, for this has been 
amply proved. Discussions, however, revolve on the 
question of which patients with cirrhosis should be 
offered operation. From the clinical point of view, 
portal decompression is considered potentially useful 
in three general categories of patients with cirrhosis: 
(1) those who have survived one or more hemorrhages; 
(2) those known to have cirrhosis and in whom x-ray 
examination of the esophagus has revealed varices 
from which the patient has not bled; and (3) those in 
relatively good health whose primary problem is ascites 
that is not controlled by the restriction of salt and by 
adequate dietotherapeutic measures. 

The use of portal decompression for ascites is an 
unresolved question. Although most previous reports 
had been discouraging, recent observations have been 
more favorable and the use of this procedure should 
be reconsidered, particularly in patients whose collec- 
tions of abdominal fiuid do not subside within a reason- 
able time on a restricted sodium intake and who art 
otherwise in reasonably good health. 

A discussion of the types of shunts used in the contra 
of esophagogastric hemorrhage and of the preoperative 
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and postoperative management of these patients is 
given by the authors. ©—Ely Elliott Lazarus, M.D. 


Plasma Proteins and Regeneration of the Liver (Pro- 
teine plasmatiche e rigenerazione del fegato). G. Cati- 
rano, M. G. Iovino, and S. Scutano. Gior. ital. chir., 
1956, 12: 794. 


Ir HAS BEEN OBSERVED Clinically that diseases of the 
liver are associated with alterations of the plasma 
proteins. Biochemical studies have shown that the 
liver forms all the fibrinogen, 80 per cent of the 
globulin, and most of the albumin fraction. However, 
ithas also been demonstrated that extensive metastatic 
involvement of the liver can be accompanied with 
little or no change in the plasma proteins. The authors 
contributed to the solution of this problem by studying 
the effects of partial hepatectomy in animals on the 
plasma protein levels. 

In a series of 9 dogs, a 60 per cent partial hepatec- 
tomy was done under general anesthesia. Three of 
these animals died postoperatively. In the remaining 
series, the plasma proteins were studied by electro- 
phoresis at varying periods postoperatively up to 
100 days. 

These tests showed that there was a 20 per cent 
reduction in the albumin level for about 10 days with 
a gradual return to normal within 3 months. The 
total globulin fraction is also reduced by about 10 
per cent for 2 days and then followed by a 5 to 10 
per cent increae over the remaining period of ob- 
servation. The a;- globulins show a 30 to 40 per cent 
increase up to 30 days postoperatively, followed by a 
gradual return toward normal. The a,-globulins show 
a similar but less striking curve. The §-globulins 
show a gradual increase to about 60 per cent up to 
20 days postoperatively and maintain an increase of 
about 20 per cent at 100 days. The y-globulins are 
reduced from 15 to 30 per cent for the 30 day period 
postoperatively. They then return to about 15 per cent 
of the control level at the end of 100 days. Through- 
out the entire period of evaluation the fibrinogen 
level is about 35 per cent of the control level. 

These observations confirm the fact that the fi- 
brinogen level is directly dependent on the quantity of 
liver mass. Since there is a minimal reduction in the 
total proteins, the authors conclude that there must 
exist a protein pool that becomes active under these 
conditions to replace the loss due to hepatectomy. 
This pool is characterized by high levels of a-globu- 
lins and y-globulins and low content of ayy-globulins, 
y-globulins, and fibrinogen. 

—Roland A. Manfredi, M.D 


The Rationale of Surgery Under Hypothermia in 

rtain Patients with Severe Hepatocellular Dis- 

ease. WILLIAM F,. BERNHARD, GEORGE F. CaniLt, JR., 
and Grorce W. Curtis. Ann. Surg., 1957, 145: 289. 


THE AUTHORS undertook an investigation of the toler- 
ance of the liver to temporary ischemia under hypo- 
thermia in adult mongrel dogs. 

Two groups of dogs were subjected to a 60 minute 
Period of acute hepatic ischemia. There was 100 per 
cent mortality in the normothermic group. The group 
of hypothermic (25 to 31 degrees C.) dogs withstood a 
Similar period of occlusion without ill effect and were 
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later sacrificed. Hepatocellular changes in both groups 
were evaluated before, during, and after occlusion by 
chemical quantification of intracellular glycogen, glu- 
cose, and lactate in serial liver biopsies and by histo- 
logic study. 

All the normothermic dogs died in a shocklike state 
with gastrointestinal hemorrhage, pulmonary hemor- 
rhage, hepatic congestion, and focal central hepatic 
necrosis. 

It is suggested that the protective action of hypo- 
thermia might be used to advantage in patients with 
(1) cirrhosis, portal hypertension, and esophageal 
varices requiring a shunt operation; (2) massive 
esophageal hemorrhage where a transesophageal liga- 
tion is to be done; and (3) resection of primary or 
metastatic hepatic tumors to help control blood loss. 

General anesthetic agents, when used 4 to 6 hours 
in patients with hepatocellular disease, may damage 
the liver cells and cause some early postoperative 
deaths. Hypothermia protects these patients from in- 
sults of hypotension and anoxia, as well as reduces the 
metabolic requirements. 

—David E. Hallstrand, M.D. 


Carcinoma of the Extrahepatic Bile Ducts; a Review 
of the Literature and Report of 6 Cases. Kumao 
Saxo, Grover L. Seirzincer, and EArt GaRSIDE. 
Surgery, 1957, 41: 416. 


IN A REVIEW of the literature from 1935 through June 
of 1954, the authors found 564 cases of carcinoma of the 
extrahepatic bile ducts, exclusive of lesions of the gall- 
bladder and ampulla of Vater. They report 6 new 
cases. 

The incidence of carcinoma of the extrahepatic bile 
ducts is quite low. The symptoms are those of biliary 
obstruction. Roentgenographic studies are usually of 
no value except in the advanced cases, and the correct 
diagnosis usually is not made before operation. 

For simplification it is suggested that the tumors be 
classified as adenocarcinomas or squamous cell carci- 
nomas, differentiated or undifferentiated, polypoid or 
ulcerating. 

The results of treatment are uniformly poor whether 
radical extirpation or palliative procedures are em- 
ployed. Jaundice was present in 5 of the 6 cases re- 
ported. In the sixth case, pain and loss of weight were 
the presenting complaints, but jaundice appeared later 
after operation. In the first case operation was not 
performed, and the diagnosis was established at autop- 
sy. The operative procedures included biopsy of the 
tumor in 2 patients, cholecystojejunostomy and entero- 
enterostomy in 1, and cholecystectomy, choledochos- 
tomy, and biopsy in the last patient. All the patients 
died within 6 months of treatment. 

—Lockert B. Mason, M.D. 


Pancreatography—Indications and Observations. 
Henry Dousitet, Maxwett H. Poppet, and JouHN 
H. MutuHorranp. 7. Am. M. Ass., 1957, 163: 1027. 


THE AUTHORS have developed a procedure for the 
roentgenographic visualization of the pancreas. This 
consists of a transduodenal sectioning of the sphincter 
of Oddi, the insertion of a fine plastic tube into the 
pancreatic duct, and the injection of a radiopaque 
solution into the duct. 
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Pancreatographic studies were found to be of value 
for the following indications: (1) to determine the 
presence of acute inflammation or edema, (2) to 
opacify the whole pancreas deliberately, (3) to dem- 
onstrate the presence of dilatation of the ducts, (4) to 
demonstrate the presence of cysts, cystic dilatations, 
and pseudocysts, (5) tosearch for a cyst in the presence 
of a persistently high serum amylase level, (6) to dem- 
onstrate the patency of the main pancreatic duct, (7) to 
demonstrate complete absence of a connection between 
the main pancreatic duct and a cyst, and (8) to dem- 
onstrate obstruction of the pancreatic duct by utilizing 
the accessory pancreatic duct. 

In the absence of acute inflammation, only the 
larger duct system of the pancreas was delineated, but 
in the presence of early edema more of the finer ducts 
became visible and the whole pancreas was outlined 
faintly. In the presence of acute inflammation the 
whole pancreas is opacified. 

—Ely Elliott Lazarus, M.D. 


The Value of Combined Study of Serum Enzymes 
and Duodenal Contents After Secretin in the 
Diagnosis of Diseases of the Pancreas. Davin C. H. 
Sun and Harry Suay. Gastroenterology, 1957, 32: 212. 


A COMBINED stupy of the serum enzymes and duodenal 
contents following secretin stimulation was made by 
the authors who suggested a working basis for the 
interpretation of the various results encountered. 

An increased, fasting serum-enzyme level was con- 
sidered to be due to the active inflammation of acinar 
tissue, with or without obstruction of the pancreatic 
duct. The failure of such elevated, fasting serum 
enzyme values to increase after secretin would indicate 
the absence of duct obstruction. A further increase of 
an elevated, fasting serum enzyme level after secretin 
would suggest the presence of duct obstruction, as 
well as active acinar cell inflammation. 

Normal fasting serum enzyme values with no sig- 
nificant evaluation after secretin and normal values 
for volume and maximum bicarbonate concentration 
of the duodenal contents are found in the absence of 
pancreatic disease. These findings may also be ob- 
tained in the absence of duct obstruction with disease 
that has not yet depleted the pancreatic reserve. 

Normal, fasting serum enzymes followed by a 
significant elevation after secretin injection would 
indicate the presence of functioning acinar tissue and 
duct obstruction. The duodenal contents in such a 
case may exhibit: (1) a normal volume and maximum 
bicarbonate concentration, as in cases of incomplete 
duct obstruction and a lesser degree of damage to 
secretory cells; (2) alow volume and normal maximum 
bicarbonate concentration in cases of more severe duct 
obstruction but without severe secretory cell damage; 
(3) a normal volume and low maximum bicarbonate 
concentration, which could be accounted for if duct 
obstruction were absent or of mild degree, but with 
impaired secretion of bicarbonate, since the intra- 
lobular ductal cells have been suggested to be the 
source of bicarbonate in pancreatic juice; or (4) a low 
volume and low maximum bicarbonate concentration 
as seen in cases in which the obstruction of the 
duct was marked and damage to secretory cells was 
more severe. 








In patients who have normal, fasting serum enzyme 
values that fail to increase after secretin, with signifi- 
cantly lowered values in the duodenal contents, the 
pancreas may or may not be the site of duct obstruc- 
tion with function reduced to the point where secretin 
fails to stimulate secretion. 

The authors believe that if both the volume and 
the bicarbonate concentration of the duodenal con- 
tents, as well as serum amylase and lipase changes, 
are measured, the results obtained can be reconciled 
if considered in relation to possible pathologic changes 
in the pancreas. In an adequate study, an abnormal 
result in any one of the four findings—serum amylase, 
serum lipase, volume, and maximum bicarbonate 
concentration of the duodenal contents—would be 
indicative of impairment of pancreatic function. 
Whereas a positive secretin test can be considered 
indicative of pancreatic disease, normal secretin re- 
sponse does not rule out the possibility of pre-existing 
pancreatic damage. —Earl W. Cauldwell, M.D. 


The Significance of Pancreatic Calcification. Maurice 
L. KELLEy, Jr., Lucy F. Squire, LyMan C. Boynton, 
and Vicror W. Locan. WV. York State F. M., 1957, 57: 
Tat. 


THIS REPORT is a review of 31 cases of patients with 
radiographic evidence of pancreatic calcification which 
have been presented since 1936. Of the 31 patients, 20 
were men and 11 were women. 

The clinical patterns varied from patients without 
any suggestions of pancreatic disease to those who had 
recurring attacks of severe abdominal pain accom- 
panied by diabetes, steatorrhea, and malnutrition. 
Pain was extremely variable, but radiation through 
to the midback and the onset of pain soon after eating 
were the two most distinctive features. 

The authors find that the degree and extent of 
calcific deposits in the pancreas are related to the de- 
gree of pancreatic dysfunction but not to the severity 
of abdominal distress. In fact, they state that in some 
instances the frequency and severity of abdominal pain 
decreased following the appearance of calcification 
which they interpret as a “burning-out” of the inflam- 
matory process. — Ward D. O’ Sullivan, M.D. 


Spontaneous Resorption of Pancreatic Calcifications. 
U. Mouan Rav. Ind. 7. Surg., 1956, 18: 471. 


Wuat APPEARS to be the first documented and reported 
instance of a spontaneous disappearance of pancreatic 
calcifications is presented in this article from Madras. 
A 40 year old man was initially hospitalized with a2 
months’ history of periodic epigastric discomfort. 
Roentgenograms of the abdomen disclosed multiple 
opacities in the region of the pancreas, more to the 
right of the midline than to the left. 

Intravenous cholecystography disclosed a normally 
functioning gallbladder and a normal common bile 
duct. Barium meal studies indicated that the extrinsic 
opacities were probably localized in the head and neck 
of the pancreas. 

Exploration was undertaken in order to remove the 
major calculi and free the pancreatic duct of obstruc 
tion. Diffuse, irregular studding was found both in the 
head and body of the pancreas. No separate, remov- 
able calculus was found. The biliary tract was norma. 
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Postoperatively, the patient was surprisingly free of 
symptoms. He recuperated and was released from the 
hospital. Two months later rehospitalization was ne- 
cessitated by an episode of mild hepatitis thought to be 
related to a transfusion given during laparotomy. 
X-ray films of the abdomen at this time revealed no 
opacities. Repeat roentgenograms were persistently 
free of any evidence of calcification. Thirteen months 
after the laparotomy the patient was still completely 
free of symptoms. The author speculates on the role 
the surgically-induced release of endogenous corticoid 
release may have played in thisresorption phenomenon. 

—Everett Shocket, M.D. 


MISCELLANEOUS 


Primary Acute Mesenteric Lymphadenitis; a Review 
of 198 Cases. J. Lew1 Donuauser. Arch. Surg., 1957, 
74: 528. 


ONE HUNDRED NINETY-EIGHT Cases of acute mesenteric 
lymphadenitis constitute this study. Operation was 
performed in only 124 cases, and the author does not 
state how the diagnosis was confirmed in the re- 
maining 74 cases. 

Although there was a definite relationship to upper 
respiratory infections in 33.8 per cent of the cases 
there was no seasonal predominance. Over one-half 
of the patients gave a history of previous attacks. 
Children and young adults are chiefly affected, but 
there were 12 patients in the series whose ages ex- 
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ceeded 25 years. The incidence in male patients only 
slightly exceeded that in female patients (106 and 92). 

In the author’s experience the onset in acute 
mesenteric lymphadenitis is not so sudden as in acute 
appendicitis and the right lower quadrant or para- 
umbilical pain is frequently preceded by malaise, 
headache, and symptoms of upper respiratory infec- 
tions. In the majority of cases the fever is of a low 
grade and the leucocytosis is variable, but for the 
most part it is lower than in acute appendicitis. Ten- 
derness is present in almost 100 per cent of the cases 
and occurs in the right lower quadrant, paraumbilical 
region, or often diffusely. When rigidity is present it 
is generally voluntary. 

The author believes that one may be justified in 
deferring surgery a few hours when the sign-symp- 
tom complex corresponds to that of acute mesenteric 
lymphadenitis. —George R. Holswade, M.D. 


Solid Retroperitoneal Tumors (Contributo allo studio 
dei tumori solidi retroperitoneali). E. BELELLI and U. 
Fiuippini BatTIsTELLt. Ann. ital. chir., 1956, 8: 707. 


THE AUTHORS REPORT on 12 cases of solid retro- 
peritoneal tumor. Nine of the patients were operated 
upon by radical surgery. Clinical data on these cases 
are presented in tabulated form. Six cases are dis- 
cussed in more detail in the text. 

The authors review the literature and estimate 
that about 600 cases have been reported in the lit- 
erature. —Lucian 7. Fronduti, M.D. 
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GYNECOLOGY 


UTERUS 


Etiology and Therapeutic Results in Thirteen Cases 
of Uterine Synechiae (Enquéte étiologique et ré- 
sultats thérapeutiques dans treize cas de synéchies 
utérines). M. GaupEFRoy. C. rend. Soc. fr. gyn., 1956, 
26: 483. 


WHILE intrauterine adhesions are of two main types, 
spontaneous and traumatic, the author reports 1 case 
of spontaneous synechiae due to tuberculosis and 12 
cases of traumatic synechiae due to postpartum curet- 
tages (8 cases); postabortum curettages (3 cases); and 
vaginal myomectomy (1 case). 

The hysterogram is a very useful diagnostic aid, but 
the first x-ray picture obtained may lead to a false 
diagnosis of complete synechia, especially in the cases 
of intrauterine adhesions of the isthmic portion. 

The first step in the management of these lesions 
should be the use of dilatators in order to bore a new 
channel. If this is unsuccessful, a two-way approach 
should be considered: one operator vaginally and one 
through the abdomen work together to catheterize the 
uterine cavity. Sometimes hysterotomy has to be per- 
formed and the scalpel used to dig a cavity. 

While complete synechiae have a poor prognosis, 
that of the isthmic variety is relatively favorable. Six 
patients went on to menstruate normally, and 3 have 
become pregnant and delivered normally. 

— Jules E. Leclerc, M.D. 


The Evaluation of the Basal Cell in the Radiosensi- 
tivity Studies of Carcinoma of the Cervix. CHARLES 
J. Smitu, Rospert C, Stepto, Coun B. Scuack, and 
HERBERT E. Scumitz. Am. 7. Obst., 1957, 73: 598. 


THE AUTHORS state that the objective analysis of the 
individual case of cervical carcinoma must include 
consideration of the radioresistant character of certain 
of these lesions. Establishment of a binary mode of 
therapy has been deferred pending the advent of some 
means of delineating unequivocally, which, of any 
given number of cases, will or will not respond to radi- 
ation. In 1947 the Grahams presented a study that im- 
plied great promise of the solution of this most impor- 
tant problem. The contemporary investigations by 
other workers in the field have been divergent in their 
confirmations. 

In attempting to standardize their techniques of 
evaluating radiosensitivity of carcinoma of the cervix 
by cytologic smear, the authors have become aware of 
certain reactions, both actual and implied, of the basal 
cell of the cervicovaginal epithelium. Their purpose in 
presenting these findings is to establish the basal cell 
as the denominator in the designation of good or 
inferior response to therapy. 

The original differential counting method of the 
Grahams was modified by counting 100 consecutive 
benign epithelial cells in two or more smears after 
screening the smear under low power. Sensitization 
response (SR) and radiation response (RR) were tabu- 
lated on the basis of four distinct changes: (1) vacuol- 





‘ 


ization of the cytoplasm, (2) enlargement of the cell, 
(3) nuclear changes, and (4) multinucleation. 

Certain other changes, namely, change in cyto 
plasmic color, cytoplasmic fibers, and bizarre forms 
occur inconsistently but, when they do so, may be 
predominant enough to influence the RR count. Ina 
typical smear showing good SR the prevailing change 
was vacuolization followed next in frequency by nu- 
clear changes. The other cytologic features were mini- 
mal. It was the impression of the authors that the 
changes taking place in the basal cells prior to irradi- 
ation are the same as those initiated by radiation 
therapy. Their incidence represents a partial insight 
into the general host resistance but not specifically 
into malignancy, since it is not uncommon to find SR 
in routine screening smears. In general, these changes 
take place in all layers of the epithelium, but earliest 
and most markedly in the basal layers and infrequently 
in the cornified layers. These several features have 
been alluded to in studies by the Grahams. 

They observed four characteristic responses to radi- 
ation, principally reflected in the basal cells. The first 
response is a typically good response showing basal- 
cell vacuolization and nuclear change within the first 
2 weeks of therapy. These basal cells account for 62 to 
72 per cent of the total radiation responses. After 4 
weeks of therapy, 75 to 84 per cent of the basal cells 
show response, and these account for 89 per cent of the 
total radiation response. This type of pattern is ac- 
companied by clinical regression of the lesion. 

The second type of response is atypical in that half 
of the cell population shows response after 7 days with 
no change in the comparative distribution of cornified 
and basal cells. Even so, the changes in the basal cells 
make up 88 per cent of the total response. After 4 
weeks of therapy there is a marked increase in radia- 
tion response throughout the cell population with 
basal-cell changes accounting for 85 to 91 per cent of 
the total response. Here too, clinical regression of the 
lesion occurs. 

The third type of response is a delayed response 
cytologically but with clinical regression of the lesion. 
There may be only slight radiation response until after 
35 days of therapy. When the response takes place, 95 
to 100 per cent of the response is in the basal cell. 

A fourth type of response may be considered a re- 
fractory response wherein there is the slow disappear 
ance of malignant cells from the smear and an associ- 
ated poor radiation response after 2 weeks of therapy: 

In this series, 30 cases of cervical carcinoma were 
studied by serial smears before, during, and after 
treatment. Each patient received a tumor dose of 7,000 
to 9,000 gamma roentgens by means of 1,000 kv. x-rays 
and fractionated intracervical radium. 

The authors state in their results that in genera 
good radiation reaction was paralleled by good basal- 
cell response. Several slides, photomicrographs, tables. 
and charts are presented. 

In the follow-up of 30 patients under treatment for 
carcinoma of the cervix by serial cytologic smea! 
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studies, it was found repeatedly that the sensitization 
response and the radiation response were reflected 
chiefly in changes of the basal cells. The authors 
believe that SR differs in no way from RR except for 
the inciting factor, with the implication that the one 
response is an index of general host resistance not 
specific in malignancy, and that radiation tends to 
stimulate, suppress, or not to affect this index. They 
were forced to assume, therefore, that RR is a more 
accurate evaluation of the success of radiation therapy, 
and that in this radiation response a satisfactory basal- 
cell response represents the real effort on the part of 
the host to control the disease. In their experience a 
good basal response ranges from 45 per cent and over, 
while a poor response is found below 30 per cent. Of 
more prognostic significance than any set figures, 
however, is a progressively increased basal-cell re- 
sponse during the course of therapy. 

Thirty patients under treatment for carcinoma of 
the cervix were studied by serial smears before, during, 
and after therapy. 

The cellular changes commonly considered to be 
evidence of radiation effect were found to be present 
in the pre-irradiation smears. 

The principal cell involved in showing response is 
the basal-cell and when this finding is in excess of 45 
per cent of the total cellular reaction, the response is 
considered good. Below 30 per cent, it is considered 
poor. 

Clinical regression of the lesion is more closely re- 
lated to good basal-cell response than to any other 
findings. 

The behavior of the basal-cell activity before and 
during treatment suggests that it serves as an index of 
host resistance. 

Radiation characteristically produces, in general, 
four types of responses which may be determined by 
differential counting. — Byford F. Heskett; M.D. 


An Evaluation of Supervoltage Irradiation Therapy 
in the Treatment of Pelvic Malignancy. GreorcE A. 
Haun. Am. 7. Obst., 1957, 73: 626. 


THE PuRPOSE of irradiation therapy in gynecologic, 
malignant disease is the elimination of the cancer 
without untoward injury to the normal tissues. Vari- 
ous types of irradiation are available, including radia- 
tion isotopes, such as Co™, radium used as local 
sources or as teleradium therapy, medium voltage 
x-ray therapy (200,000 to 250,000 volts), supervoltage 
therapy (1 to 3 million volt range), and the higher 
voltages that are produced by the cyclotron and the 
betatron. 

Since 1949 a 2 million electron volt (m.e.v.) Van de 
Graaff x-ray generator has been in clinical use at the 
American Oncolgic Hospital, a 58 bed institution 
which deals primarily with patients who have neo- 
plastic disease. The majority of the patients are sent 
by physicians or other hospitals when a diagnosis of 
carcinoma is made or is suspected. 

_Originally it had been hoped that it would be pos- 
sible to treat alternate patients by means of super- 
voltage irradiation and the usual 200,000 to 250,000 
volt therapy. However, because of the referral of 
many patients in whom supervoltage therapy seemed 
to offer definite advantages over the conventional 
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medium voltage therapy, it has not been possible to 
follow this plan. 

This report includes all patients with a histologi- 
cally proved malignant condition which was primary 
in the female genital organs and was treated by means 
of supervoltage therapy from January 1, 1949 to July 
1, 1956. 

There were 126 patients whose case records have 
been appraised. Eighty-nine patients had primary 
malignant lesions of the cervix, 18 had endometrial 
lesions, 15 ovarian, 2 had carcinoma of the vagina, 
and 2 carcinoma of the vulva. 

The term “palliation” is employed in this study to 
denote the relief of symptoms. The symptoms varied 
from excessive vaginal bleeding to edema of the lower 
extremities, pain, and/or swelling of the abdomen. 
Palliation does not refer to the length of life of the pa- 
tient concerned, since in many instances the patient 
may have survived for periods of 16 to 18 months 
after palliation ceased. The length of time of survival 
in all cases was longer than the period of palliation. 

The technique of treatment is outlined, and several 
charts and graphs are presented. A malignant lesion 
of the vulva is best treated by a planned, radical type 
of surgical approach. Primary carcinoma of the vagi- 
na may be treated by means of irradiation or radical 
surgery. 

At the American Oncologic Hospital, the preferred 
management of primary, ovarian malignant disease is 
by radical excisional surgery followed by irradiation 
therapy. : 

The planned method of treatment for endometrial 
malignant disease consists of intrauterine radium by 
means of the multiple capsule technique followed with 
a complete abdominal hysterectomy and bilateral 
salpingo-oophorectomy in 6 to 8 weeks. 

The usual plan of treatment for patients in whom 
the histologic diagnosis of invasive carcinoma of the 
cervix has been made is external irradiation followed 
by local radium application(s). In certain selected 
patients with early disease, a radical hysterectomy 
with removal of the associated lymphatic drainage 
system has been employed during the past few years. 

Concerning complications, the author states that 
radiation therapy is a dangerous tool, particularly 
when voltages in the 2 million volt range are used, 
and that complications do occur. Forty-six of the pa- 
tients required blood transfusions either because of 
vaginal bleeding concomitant with the disease or be- 
cause of anemia and leukopenia associated with the 
x-ray treatments. The white blood count fell below 
3,500 in 13 patients. A rather severe urethritis, vag- 
initis, and ulcerative vulvitis in conjunction with 
treatment occurred in 1 patient. Two patients with 
primary vaginal carcinoma had disturbing radiation 
sequelae. One had recurrent cystitis and painful 
vaginitis; the other had a rather severe proctitis, and 
treatment had to be interrupted twice because of 
nausea and vomiting. Three of the patients with 
endometrial lesions had significant radiation difficul- 
ties, viz., severe proctosigmoiditis, requiring hospitali- 
zation for treatment; one had severe proctosigmoiditis 
and a persistent sacral ulcer. There was an even 
greater percentage of radiation difficulties in the pa- 
tients who had primary ovarian neoplasms. Nearly 
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one-half of them had complications attributable to 
radiation: 6 had severe proctosigmoiditis; one of 
them also had an associated vaginitis and cystitis; and 
one patient who had been treated repeatedly for ex- 
tensive, ovarian malignant disease died with intestinal 
obstruction in multiple sites. At autopsy, the multiple 
obstructive areas were found to be due to radiation 
fibrosis without residual carcinoma. 

The author discusses at length the complications, 
the therapy used for each type of lesion, and the com- 
plications resulting from therapy. He also reviews the 
experience other workers have had with the different 
types of treatment. 

In summation the author presents the histories of 
126 patients with primary, gynecologic malignant 
disease, who were treated principally with 2 m.e.v. 
therapy. Fifteen patients with primary, ovarian ma- 
lignant growths were treated, with improvement in 7. 
Eighteen patients with primary endometrial lesions 
were treated, with worthwhile results in 13. Twenty- 
seven patients with primary cervical carcinoma were 
originally treated at the Oncologic Hospital. Twelve 
of the 15 patients with early disease are clinically well 
at present. Sixty-two patients with recurrent cervical 
carcinoma were treated. Fifty-three of these patients 
are now dead, and 34 received satisfactory palliation 
for from 3 to 48 months. Four of the 9 living patients 
are clinically free of disease and 5 have achieved 
satisfactory palliation for short periods of time. Three 
of the 18 patients with corpus carcinoma and 7 of the 
15 patients with primary, ovarian malignant disease 
had radiation complications. One death in this group 
was associated with postradiation intestinal fibrosis. 
Eighteen of the 27 patients with primary cervical 
cancer and 21 of the 62 patients with recurrent cer- 
vical cancer had postradiation sequelae. 

The advantage of 2 m.e.v. therapy in the manage- 
ment of obese patients is stressed. The shorter wave 
length of 2 m.e.v. irradiation apparently does not pro- 
duce a better therapeutic effect than comparable doses 
with lower voltages. —Byford F. Heskett, M.D. 


Detection of Endometrial Adenocarcinoma by the Tam- 
pon-Smear Method. ALEXANDER BruNscHWiGc and 
GeorcE N. PapanicoLaou. Cancer, Phila., 1957, 10: 


CYTOLOGICAL STUDIES were done on smears taken with 
the Draghi detection tampon from 23 patients with 
known endometrial cancer. The smears were positive 
in 87 per cent of the cases. 

The tampon is suggested as a mass screening method 
for the detection of both cervical and endometrial 
cancer. —M. Leon Tancer, M.D. 


Carcinoma of the Cervix and Atypical Epithelium 
(Portiokarzinom und atypisches Epithel). G. H6r- 
MANN and U. Freese. Geburtsh. & Frauenh., 1957, 17: 
121. 


THe AUTHORS report 10 cases of carcinoma of the cervix 
in which previous cervical biopsy was made and atyp- 
ical epithelium was found on microscopic examination. 

In 6 cases a true cancer of the cervix was found 
within 4 years after the original biopsy was performed. 
In the 4 other cases there was an interval of from 5 to 
9 years. 
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In one patient, however, a definite cancer was seen 
in the original biopsy, taken 9 years previously. At 
that time a high amputation of the cervix was per- 
formed and the patient had an uneventful pregnancy 
and delivery thereafter (2 years after the operation). 
Seven years later a carcinomatous ulcer was seen and 
early infiltration of the left parametrium was palpated. 
Radical surgery was now performed, but the patient 
died 9 years later from the cancer. 

The authors prefer expectant treatment and ex- 
amine their patients at regular intervals with the help 
of vaginal smears and colposcopy. They believe that 
as long as the problem of association between atypical 
epithelium and carcinoma is still under discussion, 
detailed records of all these cases should be kept, as 
the role of atypical epithelium in the development of 
carcinoma can be established only by large scale in- 
vestigations extending over many years. 

— Sylvain Van de Rijn, M.D. 


The Choice and Technique of ey for Hyster- 
ectomy. ALBERT H. AtpripcE. Surg. Clin. N. America, 
1957, 37: 291. 


IN THIS ARTICLE the author gives a clear and concise 
exposition of the purpose of hysterectomy, the selection 
of the proper operative approach, and the precise 
techniques to give a satisfactory postoperative result. 

It is noted that hysterectomy is the procedure of 
choice for benign uterine abnormalities, and that a 
total hysterectomy is preferable to a subtotal hysterec- 
tomy except in the presence of unusual technical 
difficulties or a poor surgical risk. Removal of the 
entire uterus will leave the patient remarkably free 
of leucorrhea, pelvic discomfort, dyspareunia, and 
vaginal bleeding, as well as of the risk of cervical 
malignancy. In addition, the menopausal symptoms 
are apt to be less troublesome than after a subtotal 
operation. 

In general, an abdominal approach is selected when 
the following situations are met: large tumors, ex- 
tensive endometriosis, adherent adnexal structures, 
cysts or tumors, suspected ovarian malignancy, and 
an inconclusive diagnosis that merits abdominal ex- 
ploration. 

Vaginal hysterectomy is preferred when prolapse of 
the pelvic structures or injuries of the vaginal walls 
or pelvic floor are present. Vaginal hysterectomy may 
be elected when indications for the abdominal ap- 
proach are lacking, if it is judged that the procedure 
will not entail a difficult exposure that is likely to 
produce undue trauma to contiguous and supporting 
structures, 

Essential to the technique of abdominal hysterec- 
tomy is the protection of the urinary tract from injury 
and the restoration of adequate endopelvic fascial 
supports to the vaginal vault. The operative steps 
are described in detail, including the development of 
a pericervical fascial cuff. The author can point to 
1,500 consecutive abdominal hysterectomies per- 
formed at Women’s Hospital, New York City, with- 
out injury to the urinary tract. 

A well supported and elastic vaginal vault is neces- 
sary to a successful vaginal hysterectomy. Pelvic pain, 
low back pain, dyspareunia, a prolapsed vaginal 
vault, and shortening of the vagina are sequelae that 
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can be avoided by adequate hemostasis, proper re- 
construction of vault supports, and the prevention of 
postoperative infection, cellulitis, and slough. Of 
particular importance is a precise technique for vault 
closure that can be varied to suit conditions or ab- 
normalities noted before the uterus is removed. 
—Lester T. Hibbard, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Struma Ovarii (Goitres ovariens). G. DEsBONNETS and 
J. Ampe. Bruxelles méd., 1957, 37: 305. 


STRUMA OVARII is a rare pathologic condition. Only 
79 cases are known and the diagnosis has never been 
made preoperatively. 

Many theories have been advanced to explain the 
presence of thyroid tissue in the ovary, the most likely 
acceptable being that it is derived from the endo- 
derm and reacts like any teratoma. However, it be- 
comes difficult to explain when the ovary exclusively 
contains thyroid tissue. 

These lesions may be classified in the three follow- 
ing groups: (1) struma ovarii with symptoms of hyper- 
thyroidism which disappear after removal of the 
tumor; (2) struma ovarii with changes in the thyroid 
gland concomitant with or appearing after removal 
of the tumor; and (3) struma ovarii without any 
symptoms of hyperthyroidism or without any changes 
in the thyroid gland. 

They are almost always unilateral and are usually 
seen in women over 40 years of age. 

The authors report 2 cases of struma ovarii. In the 
first case, the patient was 58 years old and sought 
consultation for low abdominal pain and enlargement 
of the abdomen of 6 months’ duration. There was 
evidence of hyperthyroidism. Pelvic examination re- 
vealed a big tumor filling the pelvis. After ablation of 
the left ovary, which was found to be entirely replaced 
by thyroid tissue, the patient was perfectly well. 

In the second case, the woman was 57 years of age 
and gave a history of sudden onset of pain in the ab- 
domen. Pelvic examination revealed a mass in the right 
iliac fossa. There were no symptoms of hyperthyroid- 
ism, and no enlargement of the thyroid gland was 
noted. The right ovary contained only inclusions of 
thyroid tissue. — Jules E. Leclerc, M.D. 


Solid Tumors of the Ovary with a Thecal Morphology 
(Tumeurs solides de lovaire 4 morphologie thécale). 
J. Cuomé and Y. Dante. Presse méd., 1957, 65: 343. 


Tuecomas represent about 2 to 3 per cent of all solid 
tumors of the ovary. They are found in women around 
50 years of age (usually after the menopause) and are 
accompanied by symptoms of feminization. They are 
usually unilateral and rarely become malignant. On 
section their yeliowish color is typical, and histologi- 
cally the presence of lipids in the stroma is character- 
istic. 

Metrorrhagia, myomatous uteri, endometrial cystic 
hyperplasia, and endometrial carcinoma are the most 
requent associated pathologic findings. 

Vaginal smears, endometrial biopsy, and hormonal 
essays are very useful diagnostic aids. 

Two cases of thecoma of the ovary are presented. 
In both cases, the patients were long past the meno- 
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pause and requested consultation for metrorrhagia. 
An ovarian enlargement was palpated in both patients. 
There was a concomitant endometrial hyperplasia in 1 
case, and an adenocarcinoma of the endometrium in 
the other. — Jules E. Leclerc, M.D. 


A Contribution to the Cytology of Carcinoma of the 
Tubes (Ein Beitrag zur Zytologie des Tubenkarzi- 
noms). Uwe FREEsE. Geburtsh. & Frauenh., 1957, 17: 
173. 


CANCER OF THE UTERINE TUBES is relatively uncom- 
mon. It makes up only 0.5 per cent of all genital car- 
cinomas. The symptoms are confluent hydrorrhea of 
the tubes, pain on the affected side, adnexal masses, 
and recurrent vaginal bleeding with negative curettage 
results. The hydrorrhea is especially important. 
Besserer described 5 cases in which Papanicolaou 
smears were taken. In 3 of these, suspicious cells were 
seen. Freese observed an additional 7 cases from the 
same hospital (University Hospital in Kiel). He found 
that frequently, even under general anesthesia, an 
adnexal mass could not be felt. In 2 of such cases, no 
vaginal bleeding or hydrorrhea was noticed. In 2 
other cases the cancer was bilateral. In one patient only 
pain was present; there was no bleeding or hydrorrhea. 
Curettage and biopsy of the cervix were negative for 
cancer, but the vaginal smears showed suspicious cells. 
Even under anesthesia it was impossible to feel any 
abnormality of the adnexa. 

Among the 12 cases there were 8 with suspicious 
cells in the Papanicolaou smears; small, round, spindle, 
or cylindrical cells were located in groups or separately. 
These cells were smaller than the cells of the endome- 
trium and stained darker than the endometrial epithe- 
lium. Separate nuclei were seen frequently; they were 
irregular in shape, and stained polychromatously. 
However, a definite diagnosis of tubal carcinoma was 
not possible from only the findings in the vaginal 
smears. —Sylvain Van de Rijn, M.D. 


The Clinical and Morphological Differential Diag- 
nosis of Sarcoma of the Tubes (Zur Differentialdiag- 
nose des primaeren Tubensarkoms in Klinik und 
Pathomorphologie). Paut-Auc. Koénic. Geburtsh. & 
Frauenh., 1957, 17: 137. 


Onty 19 caszs of primary sarcoma of the uterine 
tubes have been reported in the world literature up 
to 1954 (Astorri). The prognosis of these rare lesions 
is very grave; most of the patients die within a year 
after the diagnosis is made. The author describes an 
additional case of tubal sarcoma as follows: 

A 20 year old woman, was admitted for surgery 
after she had noted a vaginal discharge for 10 months. 
Her menstrual periods had become irregular 8 months 
previously. In addition she complained of unilateral 
lower abdominal pain for 4 months. An adnexal tu- 
mor, the size of a golf ball, was found. A diagnosis of 
salpingitis was made and curettage was performed. 
Microscopic examination of the endometrium showed 
an early secretory stage. After the curettage the men- 
strual periods became regular again, but the lower 
abdominal pain persisted and she noticed an intra- 
abdominal swelling. Four months later she was read- 
mitted and a laparotomy was performed. The uterus 
was found to be of normal size, but was pushed aside 
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by a tumor, the size of 2 fists, which was adherent to 
the surrounding structures. The tumor, originating 
from the tube, was dissected free and removed with 
the ovary. A suspicious part of the omentum was also 
removed. 

The weight of the tumor was 12 ounces, including 
the ovary. 

Microscopic examination of the tube showed typical 
sarcoma. The omentum showed the same picture. The 
neoplasm originated from the mucosa and infiltrated 
the muscle of the tube. The microscopic diagnosis was 
fibroplastic, large cell, spindle-celled sarcoma with 
localized atypical hyperplastic epithelium of the 
endosalpinx. 

The postoperative course was uneventful; x-ray 
treatment was instituted. Ten months after surgery 
infiltration of the parametrium was noticed. Another 
course of radiation was instituted and now, 15 months 
after surgery, the findings are those of a postoperative 
scar or of a recurrence of the tumor. 

The clinical picture shows clearly the difficulties 
encountered in the differential diagnosis from infec- 
tious processes. — Sylvain Van de Rijn, M.D. 


MISCELLANEOUS 


Limb Edema of Pelvic Etiology in Women; Its Evalu- 
ation by Means of Pelvic Venography and a 
Lymphatic Function Test. CARLO VALENTI. Am. 7. 
Obst., 1957, 73: 380. 


THE AUTHOR discusses edema of the lower extremities 
with reference to trauma of the major vessels due to 
excision, fibrosis, irradiation, and infection. He com- 
pares it to that produced in the upper extremities due 
to radical surgery for carcinoma of the breast. 

The swelling may be caused by lymphatic blockage 
or venous obstruction and the differentiation, he 
states, is easy in an acute stage, but may be difficult in 
the chronic stage. The methods of differentiation used 
were venography and lymphatic absorption tests. 

The methods with their techniques and interpreta- 
tions, together with the various signs and symptoms of 
the acute and chronic phases, are discussed in detail. 
The results and interpretations are discussed. 

The author concludes that pelvc ivenography and 
iodine! albumin absorption tests have been proved to 
be useful clinical aids in the differentiation between 
phlebedema and lymphedema of the lower extremities. 

External irradiation of the pelvis seems to be a 
rather important contributing factor in the production 
of leg lymphedema, as is trauma to the pelvic veins 
during lymphadenectomy. 

The author also thinks that the creation of an ex- 
traperitoneal dead space as a result of lymphadenec- 
tomy seems to be more important than the actual 
excisional defect itself in the development of postoper - 
ative lymphedema of the lower extremities. 

— Byford F. Heskett, M.D. 


Conglomerate Pelvic Tumors Following the Use of 
Fibrin Sponges (Konglomerattumoren im kleinen 
Becken nach Anwendung von Fibrinschaum). HEr- 
MANN SCHUMACHER, Geburtsh. @ Frauen., 1957, 17: 90. 


VARIOUS ABSORBABLE SUBSTANCES of animal or plant 
origin have been utilized to stop bleeding in paren- 


chymatous organs. These are effective both for local 
compression and by chemically aiding in coagulation. 
Gelatin and fibrin sponges seem to work best of all the 
materials tested so far. Although rare, so-called ‘‘con- 
glomerate tumors” may follow their use. The author 
reports 3 such cases. 

The first case was that of a 27 year old woman who 
was operated upon because of chronic pelvic inflam- 
matory disease; a portion of her left tube was re- 
moved. At operation a fibrin sponge was placed in the 
cul-de-sac to arrest bleeding. Seven months later 
another laparotomy was necessary because of a gran- 
ulomatous mass in the left adnexal area. In the center 
of a cystic mass remnants of the fibrin sponge were dis- 
covered. 

The second case was that of a 28 year old woman 
who was operated upon for subacute inflammatory 
disease; a tuboplasty was performed and a fibrin 
sponge used to minimize oozing. Twelve months 
later a second operation was required also be- 
cause of a tumorous mass. Again, residual fibrin 
sponge was noted. 

The third case was also that of a 28 year old woman, 
with chronic salpingitis; at surgery a portion of each 
tube was excised and a fibrin sponge was put in the 
cul-de-sac for hemostasis. Twenty-six months later 
surgery was necessary to remove a cystic structure 
around a portion of the fibrin sponge. 

In each case massive adhesions were discovered at 
the second operation. These were especially pro- 
nounced in the rectouterine space. Microscopic ex- 
amination of the tumors revealed fibrin sponge sur- 
rounded by a mass of cell-free granulation tissue. 
Nearly cell-free connective tissue merged into amor- 
phous fibrinous masses in which bands of fibrin sponge 
were easily distinguishable. It is postulated that the 
development of these tumors is attributable to the 
presence of chronic inflammation and the use of ex- 
cessive quantities of sponge in a serous cavity. 

— Warren R. Lang, M.D. 


Association Between Climacteric Hemorrhage, Car- 
cinoma of the Body of the Uterus, and Diabetes 
Mellitus. M. P. Awon. 7. Obst. Gyn. Brit. Empire, 
1957, 64: 50. 


FirTy-FIVE PATIENTS with carcinoma of the body of 
the uterus were interviewed with regard to their 
menstrual histories, and modified glucose tolerance 
tests were performed. Two hundred and forty-nine 
women with diabetes were similarly interviewed, and 
107 normal women obtained from outpatient clinics 
or hospital wards gave menstrual data for controls. 

In patients with diabetes and in patients having 
carcinoma of the body of the uterus there is a distinct 
tendency for a late menopause associated with 
climacteric hemorrhage. Patients presenting them- 
selves for treatment for climacteric hemorrhage and a 
late menopause should be subjected to a hysterectomy 
instead of radiation therapy unless some special reason 
exists why the major procedure should not be per- 
formed. 

A menopause induced by radiation does not pre- 
dispose to subsequent carcinoma of the body of the 
uterus, but the predisposition to carcinoma is already 
present when the radiation is applied. 
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The author concluded that there is an association 
between diabetes and carcinoma of the body of the 
uterus. —Alan Rubin, M.D. 


The Antispermatic Antibodies as a Factor in Sterility; 
Reneeeh Studies on the Serum, Sperm and Cervico- 
vaginal Secretions (Anticorpi antispermatici quale 
fattore di sterilita; indagini sul siero sullo sperma e 
sulle secrezioni cervico-vaginali). A. Bocct and R. 
NOTARBARTOLO DI VILLAROSA. Minerva gin., Tor., 
1956, 8: 957. 


THIs FIELD of investigation goes back a few decades 
when Landsteiner (1899) and Metchnikoff (1900) 
demonstrated the agglutinating antibodies that im- 
mobilized spermatozoa when animals were experi- 
mentally immunized. Other authors mentioned along 
this line are Guyer and McCartney, and frequent 
references are made to Kennedy. In their experiments 
the animals were all inoculated with suspensions of 
their own spermatozoa, and the results showed the 
loss of sperm motility as well as degenerative changes 
in the seminiferous tubules in animals so treated. In 
1951 similar results were reported by Voisin, De 
Launay, and Barbier. 

Strong emphasis is placed on the importance of the 
immunologic processes involved in the pathogenesis of 
sterility. An outline is given describing the series of 
tests to which the sterile couple is subjected before 
advancing any hypothesis concerning the presence of 
any immunologic state. At the same time the data 
pertaining to the wife, the husband, and to both are 
evaluated carefully. 

The report deals primarily with the results noted 
following the intradermal injection of the husband’s 
sperm and the subsequent search for antispermatic 
antibodies in the serum of the wife, the husband, as 
well as in the cervicovaginal liquid and spermatic 
fluid. The macroscopic technique of Kibrik was used. 
In the 25 couples studied the intradermal reaction 
was positive in 5 with none showing the presence of 
immune antisperm antibodies. Although the authors 
did not obtain any evidence aiming at a state of im- 
munization, this factor can be suspected indirectly 
because of the positive intradermal tests. By itself this 
factor is thought to be sufficient for accepting the 
immunologic theory as a cause of conjugal sterility. 
The experiments conducted can serve as a basis for 
further studies and research in other fields of a similar 
or allied nature. —Vincent Ippolito, M.D. 


The Progesteronelike Effect of 19-Nortestosterone 
Compounds Given Orally (Ueber die progestative 
Wirkung von 19-Nortestosteroneverbindungen bei 
oraler Verabreichung). Rotr Kaiser. Geburtsh, @ 
Frauenh., 1957, 17: 24. 


ETHINYL NORTESTOSTERONE, methyl nortestosterone, 
and ethyl nortestosterone have been found to have a 
definite progesteronelike activity. In many amenor- 
theic patients a satisfactory secretory phase could be 
obtained when one of these was given in combination 
with estrogenic substances. The dosage required for 
this effect was about 150 mgm., or 15 mgm. for 10 
days, 

Sublingual and oral administration were practically 
equally effective, and a prolonged administration of 
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the drugs resulted in a decidualike endometrium. How- 
ever, the vaginal smear differed slightly from the 
smear seen after progesterone medication. This dif- 
ference was thought to be caused by the androgenic 
effect of the drug. 

A rise of the basal temperature was found to be 
present; Ferin and Grenblatt also reported this finding 
in their investigations of the nortestosterones. A daily 
dosage of 15 mgm. of one of the nortestosterones in 
combination with estrogens was capable of prolonging 
the secretory phase and delaying the onset of the 
menstrual flow. The 11 patients with functional bleed- 
ing were adequately controlled in 2 to 4 days with 15 
to 20 mgm. of the product. Menstrual bleeding could 
be produced in 18 amenorrheic patients with dosages 
of 30 to 50 mgm. 

Urinary studies revealed that there was no increased 
excretion of pregnandiol or of the 17-ketosteroids. The 
excretion of the glucocorticoids and estriol was slightly 
higher. — Robert O. Verhucke, M.D. 


Histofunctional Evaluation of the Endocrinologic 
Activity of Chorioepithelioma (Valutazione isto- 
funzionale dell’attivita endocrina del corion-epite- 
lioma). A. CENTARO and P. Manaione. Riv. ostet. gin., 
Firenze, 1956, 11: 613. 


CHORIOEPITHELIOMA can be considered in the same 
light as an endocrine neoplasm histologically derived 
from the ovular chorion which presents all the char- 
acteristics of the glands of internal secretion. By 
analogy it can be compared to active tumors of 
ovarian, pituitary, adrenal, and thyroid origin. Full 
use has been made of the modern criteria of histo- 
pathological studies used in experimenting on glands 
of internal secretion, both from the pathologic and 
physiologic angles. 

The clinical material described consisted of 2 cases 
of chorioepithelioma, one patient being 27 years old 
and the other 22 years. Profuse hemorrhage was 
reported in both patients following curettage for molar 
abortion. The histologic and biologic tests con- 
firmed the diagnosis of chorioepithelioma and, as a 
result, radical surgery was resorted to in each of the 
cases. 

Routine examination of the specimens is described. 
The standard technique using hematoxylin and eosin 
was employed. In addition, the modern procedures 
which aim at exploring the functional variations of 
the cellular elements cytologically are described. Ex- 
perimental observations made by Brachet’s method of 
nucleic acid determination are explained. The im- 
portance of these observations is well known in the 
field of morphologic research centering around the 
level of nucleic acid present in relation to the protein 
synthesis of the cells. The search for the presence of 
nucleotides as now commonly carried out in all studies 
of metabolic activity of the cells, occurring in the 
various periods of functional activity, is described. 
The authors, in addition, determined the levels of 
alkaline phosphatase according to the method ot 
Gom6Gri. Many contributors have shown that alkaline 
phosphatase is a ferment closely related to metabolic 
phenomena of the cells. 

The authors conclude that the behavior of chorio 
epithelioma is similar to that of any neoplasm of the 
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endocrine glands, exhibiting (from the histofunctional 
point of view) the various chemical and structural 
aspects of the cells that characterize the endocrine 
activity of the tumor. Emphasis is placed on the level 
of alkaline phosphatase, in addition to the usual 
colored histological specimens used routinely. The 
method described for the phosphatase value is that of 
Brachet, in association with the reactions of Feulgen, 
McManus-Hotchkiss, and Gomi@ri. 

The knowledge derived from this study points to 
the direct relationship that is found in chorioepithe- 
lioma between the peculiar cellular structure which 
typifies these abnormal cells and the varying degrees 
of functional activity observed. 

The picture thus presented by chorioepithelioma 
shows the presence of marked cytochemical activity 
associated with aberrant elements that give rise to an 
exaggerated metabolic activity which shortens the 
life cycle of the cells in question. All specimens gave 
evidence of proliferation and invasion of the vessel 
walls and the adjacent uterine musculature. 

—Vincent Ippolito, M.D. 


The Diagnosis and Management of Hydatidiform 
Mole. Gorpox Watkins Douctas. Surg. Clin. N. 
America, 1957, 37: 379. 

Two HUNDRED AND SIx CASES of hydatidiform mole 

collected from eleven hospitals in the metropolitan 

area of New York were studied. The diagnosis is 
made easy by a high index of suspicion. The quanti- 
tative serum chorionic gonadotrophin test described 
by Kupperman is said to give positive results when 
the dilution is 1 to 1,000 or greater. In no case of 
nonmolar pregnancy was this test positive in dilutions 

over 1 to 500. 

Management is directed at the early, complete 
removal of the molar tissue. The preferred route is per 
vaginam except in the small group of cases in which 
hysterectomy is indicated, or torsion and hemorrhage 
involving an ovarian cyst have occurred. 

Stress is placed on the importance of follow-up 
studies in which uterine involution, biologic tests, 
and bleeding are the key factors. Pregnancy must be 
avoided at least a year to avoid a mistaken diagnosis 
of choriocarcinoma. — M. Leon Tancer, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Mercurial Diuretics in Toxemia of Pregnancy with 
Sodium and Potassium Studies. Ropert CRaFtT 
SmitH, JaMEs W. HENpRIcK, and Henry K. MILLer. 
Am. J. Obst., 1957, 73: 784. 


As THE ETIOLOGY of pre-eclampsia and eclampsia is 
unknown, the treatment must still be symptomatic 
and directed toward one of the following signs: 
edema, hypertension, and protein urea. The earlier 
signs of impending toxemia are an abnormal gain in 
weight and the appearance of edema which usually 
precedes the development of hypertension. A generally 
accepted preventive measure directed toward this 
fluid retention is the restriction of salt intake and the 
administration of ammonium chloride. 

The authors were impressed by the effective use of 
mercurial diuretics in mobilizing the edema and of 
sodium in congestive heart failure, and, on the basis 
of work done by Brown and Bradbury in 1948, they 
suggested clinical trial of mercurial diuretics in 
toxemia. 

The primary action of organic mercurials is on the 
renal tubules, and the diuresis caused thereby is from 
the extracellular fluid. It has been shown that with 
adequate fluid intake the mercurial diuretics are 
relatively harmless even in resistant edema or oliguria 
due to renal disease. The authors chose thiomerin 
for the evaluation of mercurial diuretics in promoting 
sodium and water diuresis in toxemial pregnancy. 

Selected patients were admitted to the toxemia 
ward of the charity hospital where the baseline weight 
and urinary output determinations were recorded and 
a thorough work-up, including blood chemistry de- 
terminations and renal function studies, was done. 
It is stressed that good results from mercurial therapy 
will be obtained only if the patient has shown sudden 
weight gain and pitting edema. They used 2 c.c. 
intramuscularly in their routine and they noted no 
toxic effects in their patients. Examination of the 
amniotic fluid following therapy and prior to delivery 
revealed no evidence of the mercury in the fluid. 
They found that one to three injections were effective. 

Because these patients were taking other therapy 
related to blood pressure control, no attempt was 
made to evaluate the response in blood pressure to 
this therapy. 

The authors report on 100 consecutive cases of 
pre-eclampsia treated with mercurial diuretics. Good 
results were obtained in 75 patients, fair in 7, and 
poor in 10; evaluation was impossible in 8 cases. 

To show more succinctly the results of the use of 
mercurial diuretics in toxemia flame photometer 
analyses of the sodium and potassium levels in the 
serum and urine of the patients were made prior and 
subsequent to the injection of the mercurial. It was 
demonstrated that the serum sodium in milliequiva- 
lents per liter fell consistently well below the non- 
Pregnancy normals. And the urinary sodium output 
was definitely below that of the nonpregnant patient. 


There was also a lowered output of potassium in 
pregnant individuals. 

Urinary studies in the pre-eclamptic patients dem- 
onstrated that a greater tendency toward sodium 
and potassium retention was present than in normal 
patients. On the basis of this group of 39 normal 
pregnant and 29 pre-eclamptic patients, the following 
observations are possible: 

1. Both normal and toxemic pregnancies are as- 
sociated with a lowered serum sodium level. 

2. In both normal and toxic pregnancies there is a 
lower than normal sodium and potassium excretion 
per 24 hour urine specimen. The retention of these 
two electrolytes in patients with toxemia is particularly 
marked. 

Studies were made in pre-eclamptic patients after 
the injection of 2 c.c. of the mercurial diuretics, and 
urine specimens were collected 24 hours prior and sub- 
sequent to the injections; the total of sodium and 
potassium in milliequivalents excreted in that period 
was determined. Serum was collected prior to the 
injection and 24 hours afterward, and sodium and 
potassium milliequivalents per liter were calculated 
for each period. The resultant values indicated little 
difference in serum sodium and potassium and in 
urine potassium, but there was a marked increase in 
sodium in the urine after the injection of the mercurial. 

On the basis of this study the authors recommended 
mercurial diuretics as an adjunctive therapy in cases 
of toxemia in pregnancy with sudden excessive weight 
gain and pitting edema. No toxic effects were noted 
in 100 patients. — Robert 7. McNeil, M.D. 


Plasma Levels of Magnesium Attained in Magnesium 
Sulfate Therapy for Pre-Eclampsia and Eclampsia. 
Leon C. Cnestey and Ira Tepper. Surg. Clin. N. 
America, 1957, 37: 353. 


MAGNESIUM SULFATE is a valuable agent in the treat- 
ment of severe pre-eclampsia and eclampsia because 
of its pronounced ability to prevent or control con- 
vulsions without retarding labor. While the mode of 
action is unknown, it does not depend on a reduction 
of the blood pressure, peripheral neuromuscular 
block, or central nervous system depression. It is not 
clear whether replacement of a pre-existing cellular 
magnesium deficiency might explain the mode of 
action. A toxic dose results in respiratory paralysis. 
Elimination is solely by way of the kidneys. 

The authors have measured serum levels of mag- 
nesium in a series of pre-eclamptic and eclamptic 
patients treated with various combinations of hydrous 
magnesium sulfate (MgSO,. 7H20), given intra- 
venously and intramuscularly. 

If it is assumed that a desirable and safe blood 
serum level lies between 4 and 7 mgm. per 100 ml., 
as clinical experience suggests, then the following ob- 
servations were made: (1) a 2-gram dose, in 10 per 
cent solution, given intravenously, has a transient 
and almost trivial effect on the serum levels; (2) 10 
grams, in 50 per cent solution, given intramuscularly, 
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produce levels in an effective range, but only after a 
time lag of from 90 to 120 minutes; (3) if the previous 
10-gram dose is followed by 5-gram doses at 4 hour 
intervals, a good plateau of serum magnesium is 
maintained, but renal impairment sufficient to retard 
magnesium elimination could make repeated doses 
dangerous; and (4) a combined intravenous injection 
of 3 grams in 10 per cent solution and an intramus- 
cular injection of 10 grams in 50 per cent solution pro- 
duce an immediate and sustained effective magne- 
sium level for a period of about 4 hours. 

It was observed that a safe dose of magnesium sulfate 
alone does not always control convulsions. One patient 
continued to convulse when the serum level reached 
7.5 mgm. Levels as low as 8.4 mgm. have produced 
the first toxic symptoms. Of interest was a second case 
given magnesium sulfate by continuous intravenous 
infusion. Convulsions were not controlled until the 
serum levels reached 5.2 mgm. 

Precautions to be observed in the use of magnesium 
sulfate include a renal output of at least 100 ml. after 
the last dose, absence of demonstrable severe renal 
impairment, the presence of a patellar reflex (which 
disappears prior to the onset of respiratory paralysis), 
and the availability of calcium gluconate or calcium 
chloride as an antidote against respiratory depression. 

—Lester T. Hibbard, M.D. 


Roentgenologic Localization of the Placenta in Late 
Pregnancy. CarL-ERIk JOHANSON and Matt! VUKERI. 
Ann. chir. gyn. fenn., 1956, 45: 279. 


THE WRITERS report on their results with soft tissue 
radiography, especially in localization of the placenta. 


They show that a high degree of reliability can be 
achieved by a metal filter, a compression device, and 
a suitable technique in general. Their results are the 
best among those published to date. 

—Charles Baron, M.D. 


Premature Separation of the Normally Implanted 
Placenta. STANLEY M. Byssue. Surg. Clin. N. America, 
1957, 37: 393. 


SEPARATION OF THE PLACENTA occurred at Sloane 
Hospital for Women in 526 patients among 69,150 
deliveries since 1933. The author reviews the classifi- 
cation and treatment used since 1950 and compares 
the latter with the treatment used from 1933 to 1950. 

Mild placental separation is rarely recognized be- 
fore delivery, but it may be suspected during labor 
in patients with minimal vaginal bleeding or evidence 
of fetal distress. This group includes two-thirds of all 
separations, is not associated with toxemia any more 
often than any other large group of pregnant patients, 
and the fetal mortality rate is 19.1 per cent. Treatment 
includes amniotomy and delivery with forceps as soon 
as full dilatation occurs. Afibrinoginemia is never a 
factor in this group. 

Moderate placental separation occurs before or 
during labor. Uterine tetany usually occurs. Bleeding 
may be concealed or revealed, but there is no maternal 
shock. Pregnancy toxemia is present in one-third of 
these patients, and the fetal mortality is 45.1 per cent. 
Patients in this group must be examined under sterile 
precautions to rule out placenta previa, and amnio- 
tomy must be done. Fibrinogen tests are carried out 


early. If delivery is not anticipated early, cesarean 
section should be performed if the baby is considered 
large enough to survive. 

Severe placental separation is associated with a 
sudden catastrophic accident. Toxemia is present in 
50 per cent of the cases. The patients are seldom in 
labor, and bleeding may be either concealed or alarm. 
ingly revealed. Shock and uterine tetany are present, 
and the size of the uterus may increase. A Couvelaire 
uterus will occur in 44.4 per cent of these patients. 
The fetal mortality is 67.4 per cent. Lower nephron 
nephrosis, irreversible shock, afibrinogenemia, and 
pituitary necrosis may occur if time is allowed to 
elapse. Treatment is directed at emptying the uterus 
early after ample blood is made available and fi- 
brinogen tests have been made. Amniotomy must be 
done as early as possible, and when shock is controlled 
a casarean section is performed. 

—M. Leon Tancer, M.D. 


Therapeutic Abortion; a 10 Year Experience, 
Gunarp A. NELson and James S. Hunter, Jr. Obst. 
Gyn., 1957, 9: 284. 


SIXTY-FOUR THERAPEUTIC ABORTIONS were performed 
at the Mayo Clinic from 1945 to 1954. During the 
first 5 years of the study the incidence was 1 in 173 
deliveries, and in the second 1 in 292 deliveries. 
Toxemia, cardiovascular disease, and neurologic dis- 
orders were the 3 commonest indications. The average 
age of these patients was 32 years and the average 
parity was 2.0. More than half of the patients had 
abortion performed in the first trimester of preg- 
nancy. Sterilization procedures were done in 42 per 
cent. The abortions were performed by dilatation 
and curettage in 72 per cent of the cases. No deaths 
occurred as a direct result of the procedure. 
—Harry Fields, M.D. 


LABOR AND ITS COMPLICATIONS 


Uterine Contractility, Circulation, and Urinary 
Steroids in Premature Delivery. Paut D. Bruns, 
E. Stewart Taytor, RupoLtpH M. ANKER, and VERA 
E. Drose. Am. J. Obst., 1957, 73: 579. 


THis Is A REPORT on urinary steroid metabolites and 
uterine contractility and circulation in patients who 
delivered prematurely, following a previous study on 
those who delivered at term (Am.7.Obst. 1955, 70: 
894). The selection of patients, assay of urinary hor- 
mone excretion, and recordings of uterine motility 
have been described in the previous article and in an- 
other publication by Anker. The uterine circulation 
was estimated by the time necessary to reduce to half- 
value the radioactivity of tagged sodium which had 
been injected into the uterine muscle. 

In the first group of patients 16 term deliveries are 
compared with 16 premature deliveries. It appears 
that the urinary pregnandiol and estrogen levels in 
premature delivery, in general, are low and show less 
tendency to rise as pregnancy progresses. The uterine 
contractility in the patients who had premature de- 
livery was excessive when compared to that of the 16 
normal patients. In severe pre-eclampsia, the urinary 
estrogen levels were low regardless of whether or not 
the pregnancy was interrupted. Increased uterine 
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motility was prominent in patients with severe pye- 
lonephritis and adenomyosis uteri. 

In a group of 10 patients with a history of repeated 
premature deliveries or habitual abortion all showed 
excessive uterine activity which was not influenced by 
the administration of estrogen. Five of these patients 
received 60. mgm. of premarin daily (for 2 weeks 
only) about the thirty-second week. As was expected 
the urinary estrogens were augmented, but only 
from estrone (exogenous), while the amount of 
estriol, the endogenous estrogen metabolite, was not 
increased. 

With the help of radioactive sodium it was es- 
tablished in a third group of 16 patients that half of the 
isotope radioactivity disappeared from the uterus 
within 4.2 minutes in term pregnancies and within 
7.3 minutes in premature deliveries. The authors con- 

‘clude that effective uterine circulation is reduced in 
women who are delivered prematurely regardless of 
| the presence or absence of a discernible disease, and 
that the degree of circulatory reduction appears to be 
F related to the severity of the maternal and obstetrical 
S) complication. The 8 patients with term pregnancies in 
this group were not in labor, but it is not explained 
how premature deliveries in the other eight could be 
anticipated without their being in labor. Further- 
more, the authors do not discuss how significantly 
labor, premature separation of the placenta, and other 
conditions would influence the uterine circulation 
during labor. 
| During the course of these studies it became 
apparent that low estrogen levels and uterine hyper- 
motility bore some relationship to premature de- 
| livery. The hypothesis was thus developed that estro- 
gen replacement might alter excessive motility and 
low steroid patterns by increasing the uterine circula- 
tion. No significant change, however, occurred when 
) estrogen was supplemented. If the underlying physio- 
| pathologic cause of premature labor is uterine circula- 
» tory insufficiency, it may become understandable why 
small infants and placentas, even at term, are de- 
livered by women with certain obstetric complications, 
| notably the chronic generalized vascular process of 
essential hypertension and the systemic vasospasm in 
pre-eclamptic toxemia. Local uterine diseases like 
fibroids and accidents during pregnancy may also 
contribute to a reduction of the uterine bloodflow, and 
» SO produce a premature delivery. From this viewpoint, 
treatment of these conditions with vasodilator-hypo- 
| tensive agents becomes very logical. 

This presentation left many questions open, and the 
ensuing discussion brought out the following points: 
which is cause and which is effect in the relationship 
between uterine irritability, decreased circulation, 
and premature labor? It was also questioned whether 
the disappearance of labelled sodium from the uterus 
was a true measure of the uterine circulation, or rather 
might have been evidence of sodium retention in a 
toxemic process which was also instrumental in the 
premature delivery. 

In addition, even if the blood flow in the uterine 
muscle could be fairly well measured, the more 
Important intervillous spaces would not even be 
considered in those values. 

—W. D. Bergman, M.D. 


OBSTETRICS 369 


Premature Rupture of the Membranes; An Obstetric 
Problem. GuiLLermo A. SANGALANG. Obst. Gyn., 1957, 
9: 350. 

PREVENTION OF FETAL INFECTION is still a problem in 
the management of the patient who has premature 
rupture of the membranes. Even if the mother escapes 
infection, rupture of the membranes is not devoid of 
danger, as it has long been known that the child may 
succumb from infection either in utero or a few days 
after birth. 

The conservative management of patients with 
premature rupture of the membranes with antibiotics 
has been found effective in reducing the incidence of 
late fetal and early neonatal deaths by preventing 
maternal and fetal infections and by giving the fetus 
a better chance to attain optimum maturity. 

Conservative management of premature rupture 
of the membranes with antibiotics should be con- 
tinued in all normal pregnancies until completion 
of spontaneous labor, and in the pregnancies com- 
plicated by mild pre-eclampsia or mild uterine bleed- 
ing. However, if the pre-eclampsia or the uterine 
bleeding becomes sufficiently severe to endanger the 
life of either mother or child, medical induction of 
labor or even cesarean section should be done. 

In this series of 60 patients, the use of either penicil- 
lin and terfonyl (triple sulfa tablet) or terramycin 
alone, has been found effective in the conservative 
management of premature rupture of the membranes. 

— John R. Wolff, M.D. 


Fetal Salvage in Abruptio Placentae. Harry K. 
WapopincTon. Am. 7. Obst., 1957, 73: 816. 


THE AUTHOR points out that the advent of blood 
banks has reduced the maternal mortality following 
placental abruption to approximately 1.86 per cent, 
with only one report (Paige, King, and Merrill) 
showing a rate of 14 per cent. However, on the other 
hand, a reduction in fetal wastage has not occurred 
and the fetal loss is recorded as somewhere between 
30 and 53 per cent. The author reviewed the histories 
of women with abruptio placenta in the Research and 
Educational Hospitals from 1925 to 1954 to correlate 
the severity of the disease and the condition of the 
infant with the type of therapy. 

The author thought that a clinical grading of the 
abruption process might improve its management and 
therefore he advocated the classification of Paige, 
King, and Merrill. This classification is quoted in full 
as: grade 0, in which the condition is clinically un- 
recognized before delivery, as the diagnosis is based 
upon examination of the placenta; grade 1, in which 
there is external bleeding only, or mild uterine tetany, 
but no evidence of maternal shock; grade 2, in which 
there is uterine tetany ordinarily with uterine tender- 
ness, fetal distress, or death, but no evidence of ma- 
ternal shock; and grade 3, in which there is evidence 
of maternal shock or coagulation defect, uterine 
tetany, and intrauterine death of the fetus. 

During the 30 years of this study the incidence of 
placental abruption was 1 to 104 in 26,386 deliveries. 
This is at variance with Davis’s report varying from 
1 to 77 to 1 to 348. This is probably a matter of 
definition as a result of the classification of severity. 
In this series there was one maternal death which gave 
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a mortality rate of 0.39 per cent. This death followed 
the placental accident by 2 months, from a homolo- 
gous serum hepatitis. 

The uncorrected perinatal mortality rate was 29.84 
per cent in this series. 

There is a discussion concerning a patient with a 
coagulation defect which was corrected by the injec- 
tion of 2 grams of fibrinogen when this coagulation 
defect became apparent because of the bleeding from 
the gums and sites of injection, as well as from the 
uterus. The patient survived. 

Some type of active intervention was made in 153 
cases when the maternal and fetal symptoms were of 
such severity that evacuation of the uterus seemed 
advisable within a reasonable period. This technique 
varied from a simple amniotomy or pitocin stimula- 
tion of the uterus to cesarean section. Cesarean section 
was done in several instances in the known absence of 
fetal heart tones because of the severity of the patient’s 
condition. Usually cesarean hysterectomy was per- 
formed only because of myomas, and only in 3 in- 
stances of uterine placental apoplexy with failure of 
uterine contraction. 

The incidence of toxemia of pregnancy was 16.5 
per cent in this series, which was higher than the 5.5 
per cent of toxemia in all the patients in this hospital 
between 1953 and 1954. There was an increase in 
the number of toxemic patients as the frequency of 
placental separation increased. 

The fetal survival rate was 83.5 per cent for the 
cases wherein active measures for evacuation of the 
uterus were taken, while in the passively managed 
group it was only 72.8 per cent. This trend in favor 
of active intervention for fetal salvage is consistent 
throughout the entire analysis of these cases. This is 
in direct refutation of recent reports that cesarean 
section is not indicated for fetal salvage in abruptio 
placenta. In this series cesarean section was done not 
only for severe maternal hemorrhage but also for early 
fetal distress when immediate vaginal delivery was 
impossible, and.even in grade 3 cases the rate of 
fetal survival surpassed the expectations in several 
instances. 

It is to be concluded from this article that active 
intervention in cases of abruptio placenta in the in- 
terest of both the fetus and the mother is desirable 
because of the distinct increase in fetal salvage. 

—Robert 7. McNeil, M.D. 


An Analysis of 1,000 Consecutive ayy Oper- 
ations. RoBpert A, CosGRove and Owens S, WEAVER. 
Am. F. Obst., 1957, 73: 556. 


THE AUTHORS report a study of 1,000 consecutive 
midforceps operations performed by 96 different 
workers. The operations are classified as midforceps 
and are performed during the period when the vertex 
is engaged, and the biparietal diameter of the head 
is about the level of the interspinous line. The inci- 
dence of midforceps deliveries was 1.0 per cent. The 
maternal morbidity in terms of injury of the birth 
tract was 25 fourth degree extensions, or complete 
perineal tears, 35 third degree extensions with tears 
of either the sphincter muscle or the rectal mucosa 
but not both, and 40 second degree extensions. There 
were 29 cervical lacerations with 7 postpartum hemor- 
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rhages. The authors point out that the cervix is in- 
spected routinely after midforceps operations. 

The total fetal wastage was 2.8 per cent—1.5 per 
cent stillbirths and 1.3 per cent neonatal deaths. It 
was judged by the authors that at least 12 infants, 
or 1.2 per cent, probably would have lived if their 
mothers had been subjected to cesarean section or the 
particular operators had been more facile or expe- 
rienced in the use of forceps. It was noted that 4 of 
the 5 infants who succumbed to intracranial damage 
were delivered by personnel of limited experience. 
Seven infants who died subsequent to birth were sub- 
jected to a forceps delivery because of the arrest of 
labor. Four of these deaths were caused by intra- 
cranial injuries. 

The authors believe that the results justify the con- 
tinued use of midforceps operations and instruction 
of the hospital staff in the proper technique required 
for the small group of cases in which the procedure 
is indicated. It is their general impression that any 
instance in which forceps are applied to the midpelvis 
is a trial forceps operation in the sense that there is 
no hesitation in removing them and performing a 
cesarean section if undue difficulty is encountered. 

— James F, Donnelly, M.D. 


The ney i Indications for Cesarean Section. 
LENNARD L, WEBER and S. LEon IsRAEL. Pennsylvania 
M. F., 1957, 60: 371. 


AN ANALYsis is made of 1,000 cesarean sections per- 
formed at the Albert Einstein Medical Center, South- 
ern Division, during the 13 year period from 1943 to 
1955. To permit comparison the series was divided 
into an earlier group, 1943 to 1949, and a later group, 
1950 to 1955. The authors believe that the advances 
in obstetrics, including adequate training of its prac- 
titioners and a tremendous improvement in all aux- 
iliary services, have made cesarean section a consist- 
ently safe operation for the mother. They conclude 
that the incidence of cesarean section has steadily in- 
creased during the past 15 years, gradually replacing 
the more traumatic methods of vaginal delivery. Their 
analysis of the 1,000 consecutive cesarean sections 
over the 13 year period showed several changes of the 
indications for section taking place during that time. 
The most frequent, current indication for cesarean 
section in this series was the “repeat” operation. 

Newer concepts in the treatment for placenta previa 
have increased the incidence of cesarean section in 
this complication fourfold. At the Albert Einstein 
Medical Center, this increase of operation for pla- 
centa previa represents a new approach to the prob- 
lem. Hydrostatic bags, internal podalic version, and 
Braxton-Hicks versions are no longer a part of their 
management of this complication. 

Tuberculosis, never a frequent indication for cesar- 
ean section, and cardiac disease have disappeared en- 
tirely from the list of indications in the latter group of 
patients in this series. A trial of labor is now more fre- 
quently applied for such conditions as suspected fetal 
disproportion and the worrisome, elderly nullipara. 

The indications for cesarean section in the period 
from 1950 to 1955 were: fetopelvic disproportions, 
25.3 per cent; abruptio placenta, 4.3 per cent; pla 
centa previa, 18.2 per cent; repeat section, 45.1 per 
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cent; dystocia, 2.9 per cent; toxemia, 2.7 per cent; 
and miscellaneous conditions. 
The authors do not state what the gross cesarean 
section rate was during the period of this report. 
— James F. Donnelly, M.D. 


The Management of the Near-Term Pregnant Pa- 
tient Who Dies Undelivered. ALvEN M. WEIL and 
Vircit R, GRABER. Am. J. Obst., 1957, 73: 754. 


THIS ARTICLE serves as a reminder that the physicians 
presented with the rare opportunity of performing a 
postmortem section should be prepared to act. The 
authors are able to report the survival of 2 of 9 infants 
who were undelivered prior to maternal death in the 
third trimester of pregnancy. Both were delivered by 
postmortem section. Neither seemed likely to survive. 

The first infant weighed 3 pounds and was delivered 
7 minutes after the mother died of a ruptured aortic 
aneurysm. Resuscitation by means of a tracheal 
catheter required 6 minutes. The second infant weighed 
4 pounds and was delivered following maternal cardiac 
arrest during an exploratory laparotomy. The opera- 
tion disclosed metastatic carcinoma of the stomach. 
Preceding delivery, 15 minutes of cardiac massage 
through a thoracoabdominal incision had not pro- 
duced a satisfactory response. The infant appears 
normal at the age of one year. 

In commenting on the physician’s responsibility, 
an article by Henry P. Lattuada (Am. 7. Surg. 1952, 
84:212) is quoted. It is observed that (1) the unborn 
child is to be regarded as a separate entity; (2) the 
physician has a legal right to perform this operation, 
even without the consent of the father; and (3) it is 
not certain whether failure to perform the operation 
constitutes a crime or whether the physician who does 
not operate would be protected by having been re- 
fused operative consent. —Lester T. Hibbard, M.D. 


Shock in Obstetrics. Duncan E. Rem. Am. 7. Obst., 
1957, 73: 697. 


THE AUTHOR points out that despite the commendable 
reduction in the maternal mortality in recent years, 
deaths from shock have not decreased proportionately 
and this condition remains a leading cause of death 
in some sections of the country. He points out that the 
majority of women are delivered in community hos- 
pitals by physicians, many of whom are engaged in 
busy general practices, and he states that it must be 
recognized that whatever methods and procedures are 
advocated for the prevention and management of 
shock in obstetrical patients must also apply to the 
ew hospital as well as the metropolitan hos- 
pital. 

Conventionally, shock is assigned to (1) trauma with 
blood loss, (2) sepsis, or (3) myocardial infarction. 
Hypotensive episodes which occur in the occasional 
pregnant patient while she is in the supine position 
near term are also defined as shock. Recently the 
condition has been considered similar to the hypo- 
tension induced by spinal anesthesia and has been 
designated as a form of syncope. 

The author reports a case from his series wherein a 
coagulation defect developed with amniotic fluid em- 
bolism which resulted in death from hemorrhagic 
shock. He points out also that obstetric shock is often 
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due to hidden blood loss rather than to some separate 
obstetrical entity. 

In reviewing material from the Commonwealth of 
Massachusetts concerning maternal deaths, the author 
points out that there is a great discrepancy in the 
definition of maternal deaths, and the percentage of 
deaths from the various obstetrical complications is 
greatly influenced by the manner in which the mor- 
tality rate is computed. In a recent Michigan study 
approximately one-third of the total obstetric deaths 
were regarded as nonmaternal or nonobstetric. 

Among the deaths from shock due to injury and 
blood loss, uterine atony accounted for nearly half of 
the total number. This was due to shock brought on 
by blood loss from lacerations in the cervix, uterus, 
and vagina. There are many cases in which trauma 
contributed to death but the latter was charged to 
uterine atony. Other conditions wherein shock created 
a problem were ectopic pregnancy, premature separa- 
tion of the placenta, and placenta previa, as well as 
inversion of the uterus, placenta accreta, sepsis, and 
myocardial infarction. 

In a discussion of the obstetric factors ‘which con- 
tribute to shock and complications, the author goes to 
some length to defend the technique of uterine packing 
and describes the method he considers to be of most 
value. He states that among the 16,000 deliveries re- 
viewed on the House Service at the Boston Lying-In 
Hospital in a 7 year period, the diagnosis of postpar- 
tum hemorrhage was made in 1.7 per cent, and during 
this period the uterus was packed 30 times and no 
patient was subjected to hysterectomy for uterine 
atony. The use of intravenous pitocin drip has cut 
down the incidence of uterine packing as a necessary 
therapeutic measure. 

There is considerable discussion concerning forcep 
procedures and internal podalic version, as well as the 
Ritgen maneuver, in their relation to obstetrical 
trauma which might contribute to shock. The more 
difficult obstetrical procedures of midforceps and inter- 
nal podalic version with the hazard of trauma are 
performed less frequently than formerly and rightly 
so. This has been accomplished by making cesarean 
section a safer procedure through better anesthesia, 
the control of infection by antibiotics and chemo- 
therapeutic agents, and the addition to cesarean sec- 
tion of refinements in technique such as the extraperi- 
toneal type. 

In a discussion on the sequelae of shock the classical 
contributions of Sheehan, which demonstrated that 
obstetrical shock is the chief cause of a panhypopitui- 
tarism, are pointed out. The author also points out 
that shock is a common denominator in the causation 
of acute renal failure, and that from 20 to 40 per cent 
of the cases of acute renal failure are associated with 
complications of pregnancy. Intravascular hemolysis 
due to the transfusion of incompatible blood was an 
important cause of acute renal failure in 47 cases 
which he reported. Such errors occur when emergen- 
cies arise and the personnel are under pressure. They 
are always preventable in retrospect, and he reiterates 
that the inherent dangers of blood transfusion are not 
an excuse to withhold blood. The challenge, rather, is 
to maintain an adequate blood bank and care to 
avoid mistakes. 
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In a discussion of treatment the author states that 
the definitive treatment of shock begins with the 
recognition and correction of iron deficiency and other 
forms of anemia. Any patient that enters upon labor 
with less than 10 grams of hemoglobin is not suitably 
prepared for the anesthetic and has less resistance to 
infection than is reasonable. If time does not permit 
medical correction of the anemia, replacement of 
blood is certainly in order. 

Essentially, the treatment of shock is the restora- 
tion of effective blood volume and this is acceptable if 
shock is due to sepsis and myocardial infarction. These 
conditions require effective blood replacement in 
amounts equal to the blood loss. In sepsis, however, 
blood transfusion often fails to correct the shock until 
the infection is brought under control. The danger of 
overtransfusion in the obstetrical patient is negligible 
unless shock reaches an irreversible state with signs 
of congestive heart failure. 

When damage to the anterior lobe of the hypophysis 
or the adrenal gland is suspected ACTH and adrenal 
cortical therapy may influence the outcome. This 
applies especially to cases in which shock is prolonged, 
anuria develops, and the sepsis is severe. The sugges- 
tion of Tatum concerning the administration of sodi- 
um, and in some instances potassium, as sound therapy 
in a patient who develops shock is noted, especially if 
the hypotension seems out of proportion to the blood 
loss. Electrolyte depletion in the pregnant woman, 
however, must be extremely rare and the advisability 
of administration of additional sodium must be viewed 
with caution. The author also discusses defects in 
clotting which have followed death of the fetus in 
utero, a severe form of abruptio placenta, and amniotic 
fluid embolism. In addition to fibrinogin therapy, 
toluidine blue or protamine sulfate has been suggested 
to counteract the anticoagulant effect of these com- 
plications. 

Crosby, who states that no woman should be per- 
mitted to die while her blood is being typed and cross- 
matched, is quoted. The possibilities of reaction from 
inadequate group-specific typing for emergency trans- 
fusion are reviewed and the author states that the 
experience of the blood bank at the Boston Lying-In 
Hospital, in using only type O positive and negative 
blood, substantiates the position that this is not an ob- 
jection in the management of patients with obstet- 
rical hemorrhage. He states that the use of “‘A, B, 
group-specific substances” in each unit of blood to 
neutralize the anti-A and anti-B titer of group O 
blood has proved entirely safe, because no patients, 
even those receiving multiple transfusions, and espe- 
cially the few who were retransfused weeks or months 
later, showed any reaction. There was no evidence 
that the materials had been antigenic and had raised 
the anti-A, and anti-B levels of the recipients to a 
degree where erythroblastosis due to the A, B, O com- 
plex could be induced in the subsequent pregnancies 
of such women. The author concluded that these re- 
sults indicate that the use of only group O, Rh, posi- 
tive, and Rh negative blood is justified. 

The author points out the startling fact that the 
majority of hospitals with obstetrical services do not 
have blood banks, nor do they utilizea blood reposi- 
tory. Apparently most hospitals still rely on donor 





lists to provide blood for transfusion purposes. It is 
his conviction that, except for the case of myocardial 
infarction and the occasional case of sepsis, the treat- 
ment of shock consists of the early administration of 
blood in amounts adequate to restore effective blood 
volume. Lack of adequate blood replacement, if it 
does not result in death, may leaci to severe renal and 
pituitary damage. It is apparent that shock in obstet- 
rics cannot be treated effectively by blood obtained 
from a blood repository outside of the hospital or from 
donor lists. Only suitable blood in the hospital’s own 
blood bank, kept in adequate amounts on the delivery 
floor, should be used. It is suggested that no hospital 
be allowed to care for pregnant women unless it is 
able to meet this essential requirement. 
—Robert 7. McNeil, M.D. 


NEWBORN 


Oxygen Studies of the Cord Blood of Cesarean Born 
Infants. Harotp HENDERSON, Rosert MosuHer, and 
NorsertT M. Birtricu. Am. 7. Obst., 1957, 73: 664. 


THE AUTHORS report on the studies made of the 
oxygen saturation of the blood in the umbilical cord 
of 100 infants delivered by cesarean section between 
February 1, 1955 to July 1, 1956; unfortunately the 
cases were not consecutive. During this period of time 
there was a total of 166 cesarean sections done, a total 
incidence of 3.5 per cent. The gross infant mortality 
rate was 7.6 per cent. 

The studies showed that the oxygen capacity of 
these infants varies considerably in its range, but is 
not in itself the cause of asphyxia. The median oxygen 
saturation was decreased, however, when the babies 
were either mildly or severely asphyxiated. The wide 
range, not only of the oxygen capacity, but also of 
the oxygen saturation determinations showed that 
there are other factors with more influence on these 
babies at birth. 

These cases were also studied according to pre- 
medication. All mothers had 1-150th grain of atro- 
pine or scopolamine preoperatively. Fifteen mothers 
received 50 mgm. of demerol hydrochloride, 9 had 
75 mgm., and 6 had 100 mgm.; and in 22 of the 
cases in which demerol hydrochloride was given pre- 
operatively the median oxygen saturation of the in- 
fant was 64.6 per cent, while in those without demerol 
it was only 54.2 per cent. The effect of the adminis- 
tration of oxygen and the incidence of blood pressure 
drop were studied, and it appeared that when a drop 
in blood pressure occurred and oxygen was not ad- 
ministered the babies were in better condition. The 
condition of the babies, in regard to birth weight was 
checked also, and those that weighed under 2,500 
gm. and over 3,500 gm. showed a definitely higher 
incidence of asphyxia than those in the middle group. 
Eighteen of 47 babies born to mothers who had a 
hemoglobin level under 12 gm. showed some degree 
of asphyxia, while only 10 of 53 born to mothers with 
a higher hemoglobin level were clinically asphyxiated 
at birth. 

The authors believe their studies have proved that 
the oxygen capacity and saturation in the newborn 
are not the most important factors in the survival of 
the infants born by cesarean section. Although the 
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optimum saturation of oxygen in the arterial blood 
of the newborn is 60 to 65 per cent, they found values 
as low as 10.2 per cent in instances of recovery. If the 
respiratory tract is clear and the medallury centers 
are intact, the oxygenation of the blood rises rapidly 
as the baby begins to breathe. If the decrease in oxy- 
gen is combined with aspiration or with a depressed 
respiratory center, however, it then may be an impor- 
tant factor in the death of the infant. They recom- 
mended that simple aspiration of the pharynx or 
trachea is not sufficient, and that the stomach should 
also be aspirated; both procedures are essential parts 
of the immediate care of these babies. 
— James F, Donnelly, M.D. 


MISCELLANEOUS 


Comprehensive Review of the Modern Techniques 
Used in Radiologic Cephalopelvimetry (Rivista 
sintetica delle moderne tecniche di pelvi-cefalometria 
radiologica). G. Scarpa and E. Ocrer. Riv. ostet. gin., 
Firenze, 1956, 11: 629. 


THE AUTHORS present a scholarly and detailed descrip- 
tion of the several methods and techniques generally 
used in radiologic cephalopelvimetry. An extensive 
bibliography forms the basis for this discussion whose 
aim is to show that the various methods differ from 
each other only in the minor details, there being only 
two fundamental methods—the plane and the 
parallax. 
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From the roentgenologic standpoint the methods 
used in pelvimetry are the anatomic and the tele- 
radiographic or parallax, both basic and isometric. 
In all of these there is an error of between 2 and 3 
millimeters. The equipment on hand and the quantity 
of films available should serve as a guide in choosing 
the method. The horizontal or vertebral parallactic 
technique is very expensive and not suitable for 
routine use. A concise outline and explanation of the 
numerous procedures used contain all the necessary 
technical details current in Italy and elsewhere. 

The authors give a full discussion of the projecting 
techniques used in relation to the various anatomic 
landmarks of the pelvis and the fetal head. Again 
emphasis is placed on the fact that basically x-ray pelvi- 
metry consists of two types—the parallax and the 
geometrical plane—called either anatomic, octagonal, 
stratigraphic, teleradiographic, or horizontal. The 
technique relying on the parallax includes the hori- 
zontal, vertical, and Scarpa’s isometric parallax. 

In conclusion the authors repeat that the material 
on hand is the best guide as to which method is best. 
It is clear that the teleradiographic method requires 
very potent apparatus, the stratigraphic needs a 
stratigraph, and the isometric parallactic technique 
requires a universal stereometer. On the other hand, 
a precision stereoscope is necessary for the stereoscopic 
method. From the standpoint of film consumption, the 
the most expensive methods are the horizontal and 
the parallax. —Vincent Ippolito, M.D. 
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GENITOURINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Preoperative Differentiation Between Hyperplasia 
and Tumor in Cushing’s Syndrome. Frank Hin- 
MAN, JR., Howarp L. STemnBAcH, and Peter H. 
Forsuam. 7. Urol., Balt., 1957, 77: 329. 


Overactivity of the adrenal gland may cause 
androgenic and anabolic changes if the principal pro- 
ducts are androgenic hormones reflected in the excre- 
tion of urinary 17-ketosteroids, or the secretion may 
have an almost pure catabolic or nitrogen-wasting 
effect, resulting in the increased excretion of 17- 
hydroxycorticoids. Ordinarily a mixture of the two 
types is found. The excretion of the anabolic-andro- 
genic and catabolic hormones not only differentiates 
virilization from Cushing’s syndrome, but also allows 
to some extent for the distinction between adrenal 
hyperplasia, adenoma, and carcinoma. The ACTH 
stimulation test, wherein 20 units of ACTH are given 
in slow intravenous drip over a period of 8 hours and 
urine specimens are collected for 24 hours, revealed 
the base-line determinations of 17-hydroxycorticoids 
in 14 cases of hyperplasia, and 4 cases of adenoma 
showed that a resting level of more than 12 mgm. per 
day was suggestive of Cushing’s syndrome. Post- 
stimulation levels of over 50 mgm. per day were 
diagnostic. In 2 cases of carcinoma, stimulation pro- 
duced no significant rise in the high 17-hydroxycorti- 
coid level. The 17-ketosteroid excretion was similarily 
recorded when the alterations were of less magnitude 
and importance for the diagnosis of Cushing’s syn- 
dromes than in syndromes consisting primarily of 
virilization. 

In group study there was no correlation between 
this degree of maximal adrenal hyperactivity as 
measured by the stimulation tests and the size of the 
hyperplastic gland removed at operation. This sug- 
gests that one cannot predict adrenocorticoid activity 
from the size of the adrenal glands, either at pneu- 
mography or at operation. The diagnosis, therefore, 
of Cushing’s syndrome rests on clinical observation 
and steroid excretion studies. Fluorocortisone was 
used to suppress pituitary ACTH and was given in the 
ratio of 1 mgm. for every 3 mgm. of basal 17-hydroxy- 
corticoid excretion in the urine in 4 divided doses at 
6 hour intervals each day for 3 days. The 24 hour 
urine was then collected for urinary 17-hydroxycorti- 
coid and 17-ketosteroid determinations. Hyperplasia 
causing Cushing’s syndrome may yield a 50 per cent 
or greater fall in the corticoid excretion. Adenoma 
may give no change at all, or one of less than 50 per 
cent, and carcinoma shows no fall at all. The results 
were so variable that the test was not of too much 
practical value in Cushing’s syndromes. Plain roent- 
genograms were not helpful in differentiating hyper- 
plasia from tumor, yet presacral air studies were di- 
agnostic in all but 2 of 20 cases and it was concluded 
that corticoid excretion after ACTH stimulation tests 
distinguishes the normal adrenal glands from those 
producing Cushing’s syndromes and from adrenal 





hyperplasia, and adenoma from carcinoma. Pneu- 
mograms with tomography distinguish hyperplasia 
from tumor. In using these diagnostic aids in com- 
bination, the urologic surgeon can subsequently oper- 
ate with reasonable confidence that he will find the 
expected adrenal lesion. 

—Robert O. Beadles, M.D. 


Differential Diagnosis of Space-Occupying Lesions 
by Renal Arteriography (Zur Differentialdiagnose 
raumfordernder Prozesse im Renovasogramm). H. 
HaFERLAND. Cschr. Urol., 1956, 49: 717. 


THE uses of arteriography in the differential diagnosis 
of renal tumors are briefly described. Several illustra- 
tive cases are graphically demonstrated. The limita- 
tions of this method are shown by 2 well illustrated 
instances of large renal carcinomas which simulated 
cysts on arteriography. 

The author concludes that a “tumor positive” 
arteriogram is diagnostic, but that a “tumor negative” 
arteriogram is not. 

—Rudolf O. F. Oppenheimer, M.D. 


Needle Biopsy of the Kidney (Die Nierenpunktion). 
Hans U. Zotuincer. Deut. med. Wschr., 1957, 82: 201. 


THE AUTHOR briefly reviews the literature concerning 
needle biopsy of the kidney and discusses the indica- 
tions, contraindications, and complications of the pro- 
cedure. He summarizes his own experience in using 
the para-aminosalicylic acid test (Schiff’s iodic acid 
reaction) in 34 cases. He refers to his examination of 
renal biopsy material by phase microscopy. 

The author fails to mention the use of renal biopsy 
in the diagnosis of collagen diseases and its (experi- 
mental) use in the study of acute renal failure 
(“lower nephron nephrosis’’). 


—Rudolf O. F. Oppenheimer, M.D. 


Crossed Renal Ectopia; Report of 9 Cases and Review 
of the Literature. E. Humper Burrorp and Cyrus 
E. Burrorp. Missouri Med., 1957, 54: 237. 


CROSSED RENAL ECTOPIA is a rare congenital anomaly 
in which both kidneys lie on the same side of the body. 
This condition represents fusion of two kidneys or two 
separate kidneys lying one above the other without 
fusion. Prior to 1935 more than half of these cases were 
found at autopsy; recently, however, increasing num- 
bers are found before death, clinically and before 
operation. The authors report 9 cases of this congeni- 
tal anomaly and also review the literature on the 
subject. 

In crossed renal ectopia, the ureteral orifices are in 
normal position, but the ureter from one side crosses 
the midline of the body to the opposite side. The 
ectopic kidney may be lateral or prevertebral in posi- 
tion, and it may be as high as the normal kidney or as 
low as the hollow of the sacrum. The ectopic kidney 
is usually the lower of the two, and the pelvis usually 
faces the spine. Embryologically, the cause for this 
condition has not been determined. 











There 
sociated 
most of 
sociated 
its abne 
symptot 
inal ma 
leads to 
anomal 

A she 
in this ¢ 
grams. 

The ¢ 
year olc 
The sec 
to have 
surgical 
dicitis. ] 
firmed 1 

The t 
who, on 
aright « 

The fi 
prostatic 

In the 
because 
right cr¢ 
renal m: 

The s 
was exal 
The res 
crossed | 
and hyd 

The se 
scopicall 
sistent p 
fore. He 
of the ty 
stone we 

In the 
ined bec 
imperfon 
was four 
aminatic 
a crossec 
droneph 
lateral n 
or upper 

The n 
Was Cyst 
for urin: 
crossed , 


The Eff 
of Pat 
die Be 
krankv 
Urolog: 


FIFTEEN 
past 8 y 
complice 
comprise 
nephrect 
pressure 


)si- 
as 
1ey 


his 








There are usually no characteristic symptoms as- 
sociated with this condition for the symptoms are 
most often produced by the pathologic changes as- 
sociated with the ectopic kidney itself, rather than by 
its abnormal position. While many patients have no 
symptoms, others have pain, a palpable intra-abdom- 
inal mass, hypertension, and infection that eventually 
leads to cystoscopic investigation and discovery of the 
anomaly. 

A short resumé of the 9 reported cases is included 
in this article with interesting pictures of the pyelo- 

ams. 

The condition was discovered in case 1 when a 24 
year old female was examined because of hematuria. 
The second patient, a 27 year old female, was found 
to have an ectopic unfused, crossed left kidney during 
surgical exploration in an operation for acute appen- 
dicitis. Pyelographic investigation at a later date con- 
firmed the findings at surgery. 

The third reported case was of a 38 year old male 
who, on cystoscopic examination, was found to have 
aright crossed renal ectopia. 

The fourth case was of a man, 56 years of age, with 
prostatic cancer who had a left crossed renal ectopia. 

In the fifth case a 40 year old man was examined 
because of intermittent right renal colic. He had a 
right crossed renal ectopia without fusion of the two 
renal masses. 

The sixth case was that of a 52 year old man who 
was examined to determine the cause of hypertension. 
The results of the pyelographic study revealed a 
crossed left renal ectopia with bilateral hydronephrosis 
and hydroureters. 

The seventh patient, a 70 year old man, was cysto- 
scopically examined to determine the cause for a per- 
sistent pyuria following a prostatectomy 3 years be- 
fore. He had a left crossed renal ectopia with fusion 
of the two renal masses into a “pancake” kidney. A 
stone was observed in the left kidney. 

In the eighth case an 18 year old female was exam- 
ined because of albuminuria (one plus). She had an 
imperforate anus corrected and a dexiocardia that 
was found on physical examination. Cystoscopic ex- 
amination showed a “‘lump” kidney on the left with 
acrossed, fused ectopic right kidney. A marked hy- 
dronephrosis required surgery which consisted of bi- 
lateral nephrostomy with a plastic repair of the left 
or upper renal pelvis. 

The ninth case was that of a 24 year old man who 
was cystoscopically examined to determine the cause 
for urinary frequency and hypertension. He had a 
crossed, fused ectopic left kidney on the right side. 

—Conrad A. Kuehn, M.D. 


The Effect of Nephrectomy upon the Blood Pressure 
of Patients with Unilateral Renal Diseases (Ucber 
die Beeinflussung des Blutdrucks einseitiger Nierener- 
krankungen durch die Nephrectomie). F. Portwicu. 
Urologia, Treviso, 1956, 23: 541. 


FirreEN nephrectomies were performed during the 
past 8 years on patients whose renal symptoms were 
complicated by a persistent hyperpiesis. This number 
comprised 8 per cent of a group of 194 cases treated by 
nephrectomy. In this group of patients the blood 
pressure had constantly remained high (not returned 
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to normal with bedrest) and the diastolic pressure 
had maintained a level of at least 100 mm. of Hg. 
Bilateral renal lesions were excluded. 

There were 3 instances of unlateral hydronephrosis, 
3 of renal tumor, 2 of pyelonephritis, 3 of renal mal- 
formation, 3 of renal stone and 1 case of ureteral 
compression by metastases of uterine cervical cancer. 
The last case showed that the renal involvement need 
not be of long duration. 

In 10 of these 15 nephrectomized hyperpietic pa- 
tients the blood pressure returned to normal following 
the operation. In 2 cases the patient was lost to view 
after leaving the hospital; in the remaining 8 cases 
(approximately 50 per cent) the normal blood pres- 
sure has now been maintained for periods ranging 
from 3 months to 5 years. 

It was interesting to note the tendency of these 
cases to substantiate the commonly held view that an 
original condition of hypoplastic kidney favors the 
development of Goldblatt’s syndrome. In the entire 
group of 194 cases there were 3 instances of renal 
hypoplasia. In these cases there was present a particu- 
larly severe form of pyelonephritis and each of the 
patients was in the hyperpietic group. 

In this group of 15 patients with hypertonia and 
unilateral renal disease 10 were females and 5 males. 

There were no urinary findings which would give 
a clue as to the renal origin of the elevated blood 
pressure and no indications as to prognosis. 

— John W. Brennan, M.D. 


Innervation of the Renal Pelvis and the Ureter in 
Functional Disturbances of Tone (Zur Innervation 
des Nierenbeckens und des Harnleiters bei tonogenen 
Funktionsstoerungen). L. RuHLAND. Zschr. Urol., 1956, 
49: 697. 


THE AUTHOR reports his study of the autonomic ner- 
vous system morphology in various dystonias of the 
renal collecting system. Most specimens were appar- 
ently cases of obstructive uropathy and chronic in- 
fection with consequent calyceal, pelvic, or ureteral 
dilatation. 

The renal calyces, pelvis, and ureter were found to 
be supplied by numerous extramural and intramural 
cellular and fibrillar autonomous neural elements. 
The autonomic terminal reticulum connected all cells 
syncytially into a functional and biologic unit of the 
renal collecting system. 

Under pathologic conditions, that is, atony and 
dilatation, changes were noted in the neural elements 
which were interpreted as indicating an irritative con- 
dition of the sympathetic system. These changes in 
the extramural and intramural ganglia and nerves 
were thought to have a causal significance for the 
functional disturbance of the calyces, pelvis, and 
ureter. 

The success of conservative and surgical treatment 
of atony of the collecting system by sympathetic block 
and denervation seems proof to the author of causal 
connections. (The efficacy of such treatment is con- 
sidered questionable by American authorities.) The 
author states that success of such therapy should be 
expected only when irreversible changes in the auto- 
nomic system have not already taken place. 
—Rudolf O. F. Oppenheimer, M.D. 





Results of Nephrectomy in Hypertensive Patients. 
GersHoM J. THompson. 7. Urol., Balt., 1957, 77: 358. 
THERE Is no data which will reliably reveal the 
particular patient with hypertension who will be 
benefited by nephrectomy. It is suggested that the 
following criteria are necessary: a recent onset of hy- 
pertension, unilateral renal involvement with dimin- 
ished renal function and normal function in the other 
kidney, absence of retinitis, the presence of a per- 
sistently increased blood pressure, and marked reduc- 
tion in size of the affected kidney. The author -has 
stated that the statistical studies dealing with the 
relationship of renal disease to hypertension are likely 
to be misleading. In his estimation, the question can 
be answered accurately in only one way, by determin- 
ing the effect of surgical removal of the renal lesion on 

the hypertension. 

The present study gives data concerning almost 
3,000 patients who underwent unilateral nephrectomy 
during a 15 year period. A diagnosis of hypertension 
was made preoperatively in 344. For this study 337 
were used, and, of these, 39 had renal tumors, 119 had 
either atrophic or hyperplastic kidneys, and the re- 
maining 179 had various renal conditions such as hy- 
dronephrosis, tuberculosis, and calcareous pyelone- 
phritis. 

In determining the results of surgical treatment, a 
good early effect does not mean that the blood pres- 
sure merely decreased 40 to 50 mm. of mercury from 
extremely high levels. It means, on the contrary, that 
the pressure leveled off at values less than 140/90 and 
stayed there until the patient had recovered from the 
operation, had left the hospital, and was dismissed 
from the clinic. Good late effects meant that the blood 
pressure remained at a level below 140/90 for more 
than a year, and in some instances up to 14 years after 
operation. 

In excluding from further study 39 patients with 
tumors and 29 who had a combination of sympathec- 
tomy and nephrectomy, there remained 100 patients 
with atropic pyelonephritis and 169 who had miscel- 
laneous surgical renal disease. 

Comparisons of the results in these two groups re- 
veal that a much better response insofar as reduction 
in the blood pressure is concerned was observed in the 
atrophic kidney group. The author classified and 
found good early results in 63 per cent of the patients 
who had atrophic pyelonephritis and in 37 per cent of 
those who had other renal conditions, and good late 
results in 54 per cent of those with atrophic kidneys 
and in 25 per cent of those with other renal conditions. 
The early effects of the removal of the diseased kidney 
often are extremely striking. They may show a rather 
dramatic reduction in pressure, which generally takes 
place within the first 2 or 3 days. In the patients who 
were not benefited by this operation, the postopera- 
tive blood pressure usually leveled off at a value near 
the preoperative reading within 24 hours. There were 
no cases observed in which benefit was delayed for 
several months and then occurred. 

Pathologically, nothing specific could be found 
which would contrast definitely with the findings in 
kidneys removed from patients who did not have hy- 
pertension. The presence or absence of infection ap- 
parently did not play a determining role, and removal 
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of an uninfected hypoplastic kidney with thin arteries 
sometimes produced excellent results, while excision 
of an infected atrophic kidney supplied by extremely 
sclerotic arteries had no effect whatever. 

Renal damage was extensive in all the cases in. 
cluded in this series, with the exception of those which 
included hypoplasia. Nephrectomy was indicated 
whether or not hypertension was associated. How. 
ever, in the case of small or atrophic kidneys, there 
were usually no localizing symptoms to call attention 
to the abnormality. This series represents only about 
11 per cent of the total number of patients on whom 
nephrectomy was performed in the period under con- 
sideration. The remainder who had nephrectomy did 
not have hypertension. Nephrectomy should be done 
for the hypertensive patient who has severe disease in 
one kidney and whose other kidney is normal, pro- 
vided, of course, that other conditions which prohibit 
operation are absent. 

Nephrectomy provides permanent reduction of the 
blood pressure to normal levels in at least 50 per cent 
of the patients with an atrophic kidney and in about 
25 per cent of those with other surgical renal disease, 
with the exception of tumor. 

—Robert O. Beadles, M.D. 


The Metastases of Cancer of the Kidneys; Clinical 
Aspects and Therapeutic Possibilities (Les métas- 
tases des cancers du rein; aspects cliniques, possibilités 
thérapeutiques). J. C. Reitcnrer. 7. urol. méd., Par., 
1956, 62: 618. 


THE AUTHOR presents a broad survey of the literature 
pertaining to metastases from adenocarcinoma of the 
kidney. He adds his own experience in 150 cases of 
varied metastases and attempts to draw conclusions 
regarding the prognosis and therapeutic possibilities. 
The observations of many authors are included, but he 
draws primarily from the work of Riches as back- 
ground to his own work. 

The most frequent sites are pulmonary, osseous, and 
hepatic. These are followed by the lymph nodes, brain, 
peritoneum, and skin, in that order. The author be- 
lieves that pulmonary metastases must be primarily 
embolic via the inferior vena cava and, as metastases 
may be contralateral, the lymphatic method of spread 
is unlikely because these structures do not cross the 
midline after passing through the diaphragm. A single 
metastasis may spread to the lungs, and when it does 
it is always fatal. The pulmonary lesion may be the 
first sign of carcinoma as in the case presented by 
Barney and Churchill in which a nodular opacity was 
discovered at the age of 55 and the kidney lesion was 
discovered 1 year later. Nephrectomy was performed 
and followed by a segmental pulmonary resection. 
The patient was alive and well 15 years later. 

The trachea and bronchial tree also may be the 
site of a metastatic tumor. Bone metastases interest 
the author most because of their varied symptom 
atology and because of their therapeutic possibilities. 
They have a predilection for the long bones, especially 
the humerus, and present a picture typical of neoplasm 
of the bone. Biopsy is necessary for diagnosis and this 
may be risky because of hemorrhage. Because bont 
metastases appear early, definition of the kidney lesion 
by urography may be difficult. Excision, regardless of 
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site, is the therapy of first choice. Metastases in the 
liver apparently must occur on a vascular basis via 
the left side of the heart and aorta. Isolated myocardi- 
al metastases would suggest this route. The remainder 
of the gastrointestinal tract is not immune, for metas- 
tases are found in all of its segments. 

Brain lesions act as any metastatic cancer and ex- 
cision has led to long periods of remission before a 
generalized involvement has taken place. Metastases 
to the orbit, the thyroid, the bladder, and the ureter, 
as well as to the genital tract are also considered. 
Metastases in the vagina uniformly bear the most 
serious prognosis and tend to be homolateral. This 
suggests the possibility of retrograde venous emboliza- 
tion as a real, though uncommon, possibility. 

In analyzing the work of others, the author notes 
that neoplastic dissemination is essentially via the 
blood stream, and that lymphatic dissemination is 
obviously present and tends to be regional in distribu- 
tion. The cells apparently follow the renal vein into 
the vena cava through the right side of the heart and 
into the pulmonary circulation. A few cells may reach 
the left side of the heart and then be uniformly dis- 
seminated. Pelvic metastases by the homolateral 
ovarian veins seems likely. The frequency of metastases 
on the left side may be due to the particular situation 
on the left side of the urogenital venous system. The 
proof of the renal origin of metastases may be difficult 
to establish when the metastasis is present before the 
pyelogram is distorted. Of 19 observations made by 
the author of “revealing metastases,” 6 cases were 
thoroughly studied (1 by aortography), and the pri- 
mary lesion was not found. In 1 patient the diagnosis 
of metastatic renal carcinoma was made 3 years pre- 
viously, and as yet pyelograms have not indicated the 
side in which the tumor is originating. The author 
emphasizes the histologic characteristics of the met- 
astatic lesion in differential diagnosis, mentioning the 
thyroid as the only other structure of histologic simi- 
larity. 

The therapeutic possibilities are discussed and in- 
clude the use of radiation and excisional surgery. The 
author states the French are not enthusiastic about 
radiation therapy for cancer of the kidney, using it 
only in desperate cases and giving low dosages. Sur- 
gical ablation is countenanced when mutilation is 
not the result. Chemotherapy is given little mention. 

The author trys to relate the lapse of time between 
nephrectomy and the appearance of metastases to the 
length of survival. With an admittedly small series, he 
finds that metastases appearing within 6 months lead 
to a survival of 10 months; metastases appearing after 
periods up to 10 years lead to an added survival of 
36 months. The mean survival rate appears to be re- 
lated to the site of metastases. Bone metastases are 
the least serious. Twenty-five per cent of the patients 
are alive after 3 years. Cerebral and vaginal metastases 
are rapidly fatal. 

An attempt was made to relate the treatment to the 
length of survival. No great difference exists between 
the untreated and treated. However, the author be- 
lieves that the excision of metastases offers a better 
chance for survival. Again, the number of cases re- 
corded and followed up is not great enough to be 
statistically significant. 
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The author concludes that cancer of the kidney 
produces great variations of the metastatic patterns. 
A slow evolution may progress throughout the course 
of the disease or evolution may be slow at first and 
suddenly blossom into a rapidly fatal generalized 
involvement. It is not rare for the first manifestation 
of cancer of the kidney to be extrarenal, and no organ 
is immune from attack. After the diagnosis of renal 
carcinoma is made, it is important to search for dis- 
tant metastases. Total examination may still yield 
incomplete results. Excision of individual metastases 
is justifiable unless mutilation is the result, and re- 
peated excisions are in order. The author believes 
that nephrectomy should be carried out regardless of 
the advance of the disease, but does not give any ex- 
amples which suggest that nephrectomy in itself pro- 
duces regressions of the distant lesions. 

—Richards Parker Lyon, M.D. 


Reconstruction of the Urinary Bladder in Children 
with Exstrophy. Joun K. Lattimer, ArcuiE L. 
DEAN, JR., CLEMENT Furey, and Ltoyp BALLANTYNE. 
J. Urol., Balt., 1957, 77: 424. 


RESULTS OF TREATMENT of exstrophy of the urinary 
bladder with Sweetzer’s modification of the Mikulicz 
operation are reported in 13 patients. In this tech- 
nique, the edge of the exstrophic bladder and the 
urethra are incised and freed and then enfolded to 
create a closed bladder and urethra. Following this, a 
strand of muscle and fascia is dissected from the top 
edge of the pelvic diaphragm and wrapped around this 
new urethra at the newly created bladder neck. The 
urethra is transplanted to the bottom of the penis. 
Its length is increased by the use of a tube constructed 
from the prepuce. Suprapubic drainage is established 
with a cystostomy tube which is left in place for 2 
weeks. The fascial defect remaining following re- 
construction of the bladder is closed with flaps of the 
anterior rectus sheath. 

The authors have observed the results of this type 
of operation in 13 patients, 10 of whom were males. 
Five of the operations were done by Sweetzer. In 10 
of the 13, the operative procedures have been com- 
pleted. None of the patients is continent. This is not 
unexpected as the patients range in age from 3 months 
to 3 years. All can accumulate urine in the bladder 
and eject it, in addition to dribbling almost constantly. 
The bladder capacities averaged 75 c.c. Four patients 
have had urethral strictures which required dilatation. 
Urethral reflux is almost universally present in these 
patients. 

The authors express the opinion that the optimum 
age for performance of this type of closure of the 
exstrophic bladder is 6 months. The disadvantages of 
the technique are the length of time required for the 
accomplishment of the reconstruction, the occurrence 
of strictures and pinhole fistulas along the dorsum 
of the new penis in the male, and the uncertainty as 
to the effectiveness of the sphincter mechanism. Ad- 
vantages of the technique are believed to be its relative 
safety technically, the lack of acidosis and infection 
postoperatively, the resulting duplication of normal 
appearance, and, finally, the ease with which other 
types of treatment, such as urinary diversion, can be 
subsequently undertaken. 














The authors believe this new technique is worthy of 
further evaluation. They suggest that all children with 
exstrophy should have the benefit of at least one at- 
tempt to enfold the bladder back into the abdomen. 

— John T. Grayhack, M.D. 


The Obstructed Ureteropelvic 
Licu, Jr. Radiology, 1957, 68: 337. 


At Least 90 per cent of major urologic problems are 
related to urinary tract obstruction, dysfunction, and 
infection. The most common site for supravesical con- 
genital obstruction of the urinary tract is the uretero- 
pelvic junction. Extrinsic ureteropelvic obstruction 
due to an extrinsic cause, such as aberrant vessels and 
fibrous bands, are not the common abnormalities 
found. 

The author concludes, from a 20 year study, that 
the site of the ureteropelvic obstruction is often within 
the lumen of the ureter. Fibrosis of the ureter as a 
common etiologic agent was not found. By means of 
longitudinal sections of abnormal ureteropelvic junc- 
tions, a consistent abnormality, a valvelike structure 
directed toward the renal pelvis, was found. This 
valvelike structure acts as an obstruction to the free 
flow of urine from the pelvis through the ureter, but 
it seldom interferes with the retrograde passage of 
a ureteral catheter. The histologic delicacy of this 
valve explains why antegrade instrumental calibra- 
tion of the junction during surgery is not necessarily a 
measure of functional capacity. 

In conclusion, therefore, Lich states that in most 
instances of pyelectasis the mechanism is a congenital 
intrinsic valvular obstruction of the ureteropelvic 
junction and that aberrant vessels or fibrous bands 
rarely play more than a contributory role. His state- 
ment is supported by illustrations of histologic sec- 
tions and roentgenograms. Lastly, he illustrates his 
techniques of pyeloplasty. 

—David Rosenbloom, M.D. 


unction. ROBERT 


Ureteritis Cystica and Pyelitis Cystica; a Review of 
Cases and Roentgenologic Criteria. Brernarp S. 
Lorrman and Haroip Curat. Radiology, 1957, 68: 345. 


PYELOURETERITIS CYSTICA is a benign and usually 
asymptomatic disease of the upper urinary tract. 
Pathologically, it consists of small subepithelial cysts 
which elevate the mucous membrane of the renal 
pelvis and ureter, and appear as round radiolucent 
areas on urographic study. The upper urinary tract, 
including the renal pelves, ureters, and bladder, is of 
similar histologic structure, being composed es- 
sentially of three layers. The mucosal lining is com- 
posed of transitional epithelium which increases in 
cell thickness as it approaches the bladder. Pyelo- 
ureteritis cystica and cystitis cystica both arise from 
cystic degeneration of epithelial cell nests, as de- 
scribed by von Brunn, which develop as buds from 
downward proliferation of the surface epithelium 
under the stimulus of irritation and chronic inflam- 
mation. These buds finally lose all connection with 
the mucosal membrane, undergo cystic change, and, 
lying immediately beneath the mucosal lining, elevate 
the lining into the lumen. 

The lesions of pyeloureteritis cystica are most fre- 
quent in the proximal third of the ureter, although 
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they can occur at any point along the renal pelvis and 
ureter. The typical pyelographic appearance is that of 
multiple small, round, lucent defects which cause a 
characteristic scalloping of the ureteral margins when 
seen in profile. These lesions are poorly demonstrated 
in intravenous pyelograms. Efforts should be made to 
raise the quality of the excretory pyelograms to the 
level of retrograde films. 

A differential diagnosis must be made from air 
bubbles which have been accidentally injected, 
tuberculous pyeloureteritis, blood clots within the 
lumen of the urinary tract, cellular debris from pyelo- 
nephritis, pyelitis, and papillary necrosis, nonopaque 
calculi, tumors of the renal pelvis and ureter, and 
varicose ureteral veins. —David Rosenbloom, M.D. 


Primary Tumors of the Ureter. Francis P. Twinem, 
J. Am. M. Ass., 1957, 163: 808. 


THIs REPORT is based on 20 cases of primary ureteral 
tumor, 6 classed as benign and 14 as malignant. The 
author briefly discusses the literature on the subject. 

The essential data on these 20 patients are presented 
in a very complete table. In this series, the highest in- 
cidence occurred in the sixth decade of life, and there 
were 15 male and 5 female patients. Seventeen tumors 
were located in the lower half of the ureter. Micro- 
scopic hematuria was present in 70 per cent of the 
cases. Hydronephrosis was present in 18 cases (90 
per cent). 

Ifexcretory urography shows obstruction of a ureter 
and kidney or a nonfunctioning kidney, retrograde 
pyelography should be performed. Retrograde ureter- 
ograms made with the Braasch or Woodruff bulb pro- 
duce the best visualization of the ureteral filling defect. 
Bloody urine from the ureteral catheter in the lower 
part of the ureter, which becomes clear when the 
catheter is inserted higher above the tumor, aids in the 
diagnosis. Papanicolaou studies are considered to be 
valuable. A biopsy specimen may be obtained from the 
ureteral catheter by the use of suction. 

In all patients with unilateral hydronephrosis with- 
out evident etiology, the possibility of primary ureteral 
tumor should be investigated by all available diagnos- 
tic methods. Of the 20 cases, 6 were classified as 
papilloma and 14 as carcinoma. Of the 14 carcinomas, 
8 were papillary and 6 nonpapillary. 

The best treatment for primary ureteral tumors, as- 
suming a normal kidney on the opposite side, is com- 
plete nephroureterectomy, with excision of a bladder 
cuff. The ureteral lesion is exposed through a Gibson 
type of incision and the bladder cuff resected. This 
portion of the ureter and attached bladder wall is cov- 
ered by a Penrose drain to prevent contamination. 
This incision is then closed and the kidney removed 
through a lumbar incision, along with the attached 
ureter and bladder cuff. 

In this series, there were no postoperative deaths. 
Of 6 patients with benign papilloma, one died 1 year 
later with extensive metastases, one died 6 years later 
of recurrent pulmonary carcinoma, and 4 are alive and 
well, varying from 1 to 10 years postoperatively. 

Of 8 patients with papillary carcinoma, 3 survived 
for postoperative periods of 30, 60, and 92 months, 
respectively. Of 6 patients with nonpapillary carci- 
noma, only one is alive, 24 months postoperatively. No 
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patient surviving 4 or more years after operation has 
shown subsequent evidence of recurrence. Postopera- 
tive irradiation was used chiefly for the relief of pain 
due to metastasis or recurrence. 

— Bernard H. Hymel, M.D. 


Ureterocutaneous Anastomosis Without the Use of 
Catheters, James H. McDonatp and Norris J. 
Hecke. 7. Am. M. Ass., 1957, 163: 911. 


THIs REPORT evaluates the merits of a technique for 
ureterocutaneous anastomosis which was designed to 
eliminate ureteral strictures and the need for indwell- 
ing ureteral catheters. The end results in a group of 22 
patients observed during the past 18 years are pre- 
sented. 

The operative technique consists of: (1) oblique 
Gibson-type ureterostomy incisions; (2) infolded skin 
flaps made at the site of anastomosis by two parallel 
incisions, 2.5 cm. long and 3.0 cm. apart, on either side 
and perpendicular to the original incision; (3) a sub- 
dermal tunnel made in the top of each infolded skin 
flap into which the incised half of the distal ureter is 
drawn and fixed in place; and (4) the suturing to- 
gether of the infolded skin flaps to relieve any tension 
on the split ends of the ureter. Soft rubber ureteral 
catheters are left indwelling for 12 to 14 days. Singer 
or Whitmore cups are then used for the collection of 
urine. 

The operation is done in two stages, (1) unilateral 
transplantation followed by (2) contralateral trans- 
plantation and cystectomy or nephroureterocystec- 
tomy. 

Possibly the most important factor in the success of 
the operation is the postoperative care of the anastomo- 
sis. Leakage of urine onto the anastomotic site and 
obstruction or displacement of the temporary indwell- 
ing catheters must be avoided. 

Surgery was done for bladder carcinoma (16 pa- 
tients), tuberculosis of the bladder and elusive ulcer of 
the bladder (2 patients each), and carcinoma of the 
urethra and neurogenic bladder (1 patient each). 

The long term results are considered satisfactory in 
13 patients, fair in 5 patients, and poor in 4 patients. 
The primary cause of failure is necrosis and subsequent 
retraction of the ureteral ends. This may be due to poor 
surgical technique, inadequate postoperative manage- 
ment with secondary inflammation of the anastomotic 
site, or undue tension of the ureter. 

— Bernard H. Hymel, M.D. 


Ureteroileocystoplasty ; Tuberculous Contracted Blad- 
der with Ureteral Stenosis; Implantation of the 
Ureter in a Meckel’s Diverticulum (L’uretero-ileo- 
cystoplastie; petite vessie tuberculeuse avec sténose 
uretérale; implantation de l’uretere dans un diverti- 
cule de Meckel). J. CrsertT and L. Duranp. 7. urol., 
méd., Par., 1956, 62: 585. 


THE AUTHORS state that some 60 ileoplasties for 
sequelae of tuberculous cystitis have been successfully 
carried out. The immediate clinical impression has 
been most favorable. A case is presented illustrating 
an unusual situation and solution involving ileo- 
cystoplasty. 

After 3 years of known tuberculosis which was 
treated adequately with antibiotics, the patient, a 21 
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year old girl, underwent surgical intervention when 
intravenous urography disclosed advanced bilateral 
hydroureter and hydronephrosis coupled with a blad- 
der contracture leading to micturition every 5 min- 
utes. The right renal lesion was considered far ad- 
vanced and nephrectomy with presacral neurectomy 
was done at this time. 

The immediate result was adequate and the patient 
was comfortable for several months. However, her 
bladder symptoms increased as did the left hydroneph- 
rosis and the following procedure was done. The 
stenotic distal end of the ureter was excised and im- 
planted into a Meckel’s diverticulum arising from the 
mid section of ileum used in the ileocystoplasty. The 
entire left side of the bladder was resected and the 
ileum was attached. 

The postoperative course was stormy and on dis- 
charge 3 months later, intravenous urography showed 
some increase of the obstruction in the upper urinary 
tract but micturition at night had dropped from 25 
to 6 times. 

Four months after discharge, the urinary fre- 
quency returned and the resdiual urine amounted to 
300 c.c. Transurethral resection of the bladder neck 
was then carried out with relief of the symptoms as 
well as a reduction of micturition to once in every 3 
hours. 

After 3 years’ follow-up the patient is well and 
voiding every 3 hours. Intravenous pyelography dis- 
closes little change in the upper urinary tract save 
for a mild increase of the dilatation adjacent to the 
orifice. 

The authors point out the importance of observing 
the bladder neck following the ileocystoplasty and 
suggest that the relative atonicity of the ileal segment 
leads to hypertonicity of the remaining bladder muscle 
and the bladder neck in particular. Examination for 
residual urine following the resection is not men- 
tioned. —Richards Parker Lyon, M.D. 


BLADDER, URETHRA, AND PENIS 


The Diagnosis and Treatment of Carcinoma of the 
Bladder. Hucu J. Jewett. Pennsylvania M. 7., 1957, 
60: 473. 


THE AUTHOR pointed out that carcinoma of the blad- 
der is the most prevalent and important neoplasm of 
the urinary tract and stressed the importance of early 
diagnosis. Hematuria and urinary frequency are early 
symptoms and usually the delay in making the diag- 
nosis is the fault of the patient, the physician, or the 
urologist. 

After a diagnosis of vesical neoplasm has been made, 
its total mass or physical extent must be determined 
by bimanual pelvic examination under complete 
anesthesia. This determination, correlated with the 
grade of malignancy of the neoplasm, dictates the 
most effective form of therapy. It has been established 
that curability by total excision abruptly diminishes 
if the neoplasm has infiltrated halfway within the 
muscularis. 

The author concluded, from a critical analysis of 
the published results, that the following schema of 
treatment based primarily on the stage of infiltration 
is justified: 


Stage 0 (noninfiltrating neoplasms). Small, ac- 
cessible neoplasms may be treated by transurethral 
excision or electrocoagulation. Intracavitary beta 
radiation may be employed for large or inaccessible 
neoplasms. If such therapy is not effective, external 
radiation up to 3,500 roentgens may reduce the size 
of the neoplasm sufficiently to permit transurethral 
or suprapubic fulguration. If this is impossible, or if 
recurrences cannot be controlled, cystectomy may 
become necessary. 

Stage A or B, (infiltration of the submucosa or the 
superficial muscle by the neoplasm). Small and acces- 
sible neoplasms in this stage may be treated by trans- 
urethral resection. If the neoplasm is not accessible by 
transurethral approach, segmental resection is a more 
satisfactory treatment unless the tumors are multiple 
or situated near the vesical neck. Under such cir- 
cumstances suprapubic fulguration and deep coagula- 
tion seem preferable. The appearance of multiple re- 
currences which cannot be controlled by transurethral 
resection indicates the need for intracavitary gamma 
radiation. Cystectomy should be considered if infil- 
trating neoplasms recur. 

Stage B, or C (infiltration of the deep muscle or 
the perivesical fat by the neoplasm). Localized 
tumors in the upper part of the bladder are best 
treated by wide segmental resection. Small, localized 
neoplasms situated in the lower part of the bladder 
may be treated by segmental resection; in some in- 
stances deep fulguration and coagulation, followed 
by interstitial radiation, may be the most effective 
therapy. Cystectomy may be a necessary operative 
procedure for the treatment of large infiltrating 
neoplasms of this type. 

—Laurence F. Greene, M.D. 
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Congenital Stenosis of the External Orifice of the 
Urethra (Kongenitale Meatusstenose; Stenose des 
Orificium urethrae externum). F. FritzscHe. Chirurg, 
1957, 28: 56. 


Durinc autopsy of a patient just 13 years of age who 
had died from an acute Werlhof’s disease, the author 
observed a hypertrophy of the walls of the urinary 
bladder to a thickness on the average, of 1 cm., with 
muscular ridges crossing its surface and giving the 
picture of the trabeculated bladder of a patient with 
prostatic hypertrophy. 

An operation for phimosis had been carried out 
much earlier at another hospital. There was present, 
however, an abnormal narrowing of the urethral 
aperture. The opening barely permitted the pas- 
sage of a No. 4 Charriére sound instead of the usual 
Charriére No. 16. The father of the child stated 
that the operation for phimosis had not had any effect 
on the abnormally slender urinary stream. 

The macroscopic and histologic examination of 
the meatal region did not give any evidence of pre- 
vious inflammatory processes and the author was 
forced to assume the presence of a congenital stenosis 
which gave rise to the marked changes in the upper 
portion of the urinary tract. 

The extreme variability of the structure of the 
penis and our still insufficient knowledge concerning 
its development explains our inability to determine 
the precise manner and time of appearance of the 
anomaly presented. Various disturbances may de- 
velop in fetal life which result in the formation of a 
hypospadias with meatal stenosis. The frequent asso- 
ciation of this anomaly with phimosis is not surprising 
in view of the observed variability in the develop- 
ment of the prepuce. — John W. Brennan, M.D. 
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CONDITIONS OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Mallet Finger; Classification and Methods of Treat- 
ment. DonALD R. Pratt, STERLING BUNNELL, and 
Lor D. Howarp, Jr. Am. 7. Surg., 1957, 93: 573. 


MALLET FINGER DEFORMITY or a drop finger at the 
distal joint results from rupture of the extensor tendon 
of the finger. This is the most common of all tendon 
ruptures and results from direct laceration or con- 
tusion, or from indirect stubbing with sudden flexion 
of the distal interphalangeal joint superimposed on a 
previously extended finger. The rupture occurs at the 
site of tendon insertion into the distal phalanx and 
may include a small bony fragment. Early immobili- 
zation of the finger with the distal joint hyperextended 
and the proximal interphalangeal joint flexed will 
usually permit effective union of the terminal phalanx 
with the retracted extensor tendon. The position 
must be maintained for 5 weeks. However, although 
various types of splints (padded wood, malleable 
steel, celluloid, collodion, plastic) are available, very 
few actually hold the finger in the desired position. 
Plaster of paris is widely used but it is difficult to ap- 
ply and there is the ever-attendant danger of local 
pressure areas. Thus, the use of an internal splint, a 
stainless steel Kirschner wire (.045 inch in diameter), 
has been tried and found to be most satisfactory. 
Pratt introduced the technique in 1951 and the au- 
thors now report that 75 patients have been treated by 
means of such a splint. 

A guide invented by J. T. Moreau of Edmonton, 
Canada has facilitated the insertion of the wire and 
was employed in. one-half of the patients. The 
Kirschner wire penetrates the distal phalanx and the 
head of the middle phalanx, and fixes the finger in 
position by piercing the proximal phalanx (Fic. 1). 
The wire is cut at each end so that it is completely 
buried beneath the skin. It is removed at the end of 
4or 5 weeks. Good immobilization of the finger with 
use of the remainder of the hand is thus obtain- 
able. 

If the patient is initially seen 10 days or more after 
the injury the retracted extensor tendon must be ap- 
proximated by suture to the distal phalanx. A single 
No. 34 stainless steel wire suture is used. It is fixed 
over a button on the finger tip and provided with a 
pull-out wire so it too can be withdrawn in 4 weeks. 
In the instances in which a significant bony fragment 
of the distal phalanx has been pulled off with the 
tendon, the wire is used to join the fragment to the 
distal phalanx. Small fragments of bone are removed 
and simply discarded. 

In 12 instances a thin flat sheet of polythene was 
temporarily placed between the tendon and the head 
of the middle phalanx to prevent adherence. The 
polythene was, also, removed after 4 to 6 weeks. 

_ There was residual stiffness in only 11 of the 75 pa- 
uents. All 11 were from the group of 42 patients over 
46 years of age. Generally, the technique has proved 
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Fic. 1 (Pratt e¢ al.). Treatment of drop finger de- 
formity by internal splint and reduction of fracture by 
withdrawable wire loop through the fracture site and 
distal joint. Note only slight hyperextension of distal 
joint and only 60 degrees of flexion of middle joint. 


satisfactory with excellent function in 33 of the group 
of 63 cases carefully followed up. Only fair function 
was obtained in 9 patients in that they were able 
voluntarily to extend their finger only 20 degrees. 
Generally, the younger age group yielded functionally 
better results. —Everett Shocket, M.D. 


Nucleography in Injuries of Thoracic and Lumbar 
Spine (Die Nukleographie bei Verletzungen der 
unteren Brust- und Lendenwirbelsaeule). A. Grass- 
BERGER and R. Seyss. Zschr. Orthop., 1957, 88: 344. 


SINCE DAMAGE of the intervertebral disc may be 
present and not recognized on routine roentgeno- 
grams in fractures of the dorsal or lumbar spines, the 
author has been using nucleography in spinal in- 
juries. It has been particularly useful in cases of 
minimal traumatic injuries of the vertebral bodies 
which are associated with damage of the interverte- 
bral disc. The author does not use nucleography in 
cases of severe vertebral compression fractures in 
which the involvement of the soft tissue can be recog- 
nized on the roentgenograms. 

Three cases are described for demonstration; one 
was of a recent compression fracture with a normal 
discogram, and in the other a tear of the annulus 
fibrosus was found when a nucleogram was per- 
formed. In the third patient the nucleogram was done 
a long time after the original injury. The patient re- 
turned to physician complaining of backache. The 
vertebral bodies appeared to be normal on the roent- 
genograms, but the nucleogram demonstrated a 
definite tear of the annulus fibrosus which resulted in 
degeneration of the intervertebral disc. 

In conclusion the authors state that nucleography 
is a useful diagnostic method in demonstrating tears 
of the intervertebral discs and in estimating the 
prognosis of disability. Several typical roentgeno- 
grams are reproduced in this article. 

—George Wichman, M.D. 








Fic. 1. 
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Fic. 2. 


Fic. 1 (Morgan, King). The normal range of extension of the lumbar spine with the pelvis fixed 
by sitting or standing is small, but roentgenograms in this position disclose any instability of the 
upper four lumbar vertebrae if there is disc degeneration. If instability is present the upper verte- 
bral body slides backward on the lower in full extension, except at the lumbosacral junction, where 


the reverse displacement may occur. 


Fic. 2. The normal range of flexion with the pelvis fixed and the hips flexed to 90 degrees in the 
sitting position is small, and only eliminates the normal lumbar curve. In this position the posterior 
instability shown by extension tends to disappear and the vertebra may pass into the anteroposition. 


Primary Instability of Lumbar Vertebrae as a Com- 
mon Cause of Low Back Pain. Francis P. MorcAan 
and Tuomas Kuna. 7. Bone Surg., 1957, 39-B: 6. 

THE OBJECT of the authors is to show that the so-called 

“primary” instability of lumbar vertebrae is perhaps 

the most common cause of low back pain. The article 

records the author’s experience with the pathological 
anatomy, clinical features, and radiologic signs of this 
malady, and also the results of treatment, including 

30 spinal fusions. 

Friberg removed the sacrum and lumbar spine at a 
number of autopsies, and took roentgenograms of the 
lumbar spine in full flexion and extension, with the 
sacrum held in a vise. Afterward he examined the 
discs, which were cut through horizontally with a 
knife. In this way he examined 500 intervertebral 
discs. In all the spines that showed postmortem 
radiologic evidence of instability, fairly widespread 
incomplete radial tears or crescentic fissures (Schmor!) 
between the lamellae were found. 

In the upper lumbar discs the degeneration more 
often takes the form of anterior semicircular splits of 
crescentic fissures between the lamellae. The “brown 
degeneration” (Schmorl) in these clefts or tears is a 





blood pigment. It is derived from bleeding of the 
spongy bone after rupture or “zig-zag” tears of the 
cartilage plates (Schmorl). These cartilage plates are 
very resistant to injury. They normally protect the 
spongy bone of the vertebral body, which has no end- 
plate of cortical or compact bone except the narrow 
epiphysial ring of bone to which the fibers of the outer 
lamellae are attached. 

Apparent anterior displacement of the fifth lumbar vertebra 
on the sacrum. The range of flexion and extension of the 
lumbar spine is comparatively small. The ability to 
touch the toes comes largely from the shoulders, long 
arms, and flexion at the hips. 

Apparent posterior displacement of the fifth lumbar vertebra 
on the sacrum. The normal anteroposterior diameter of 
the fifth lumbar vertebra is commonly longer than 
that of the upper surface of the first sacral vertebra. 
Retroposition of the fifth lumbar vertebra behind the 
sacrum is simulated if the corresponding vertebral 
body is kidney-shaped and the upper surface of the 
first sacral vertebra is oval, or vice versa. The antero 
posterior diameter of the oval first sacral vertebra 's 
the same as the anteroposterior diameter of the kid- 
ney-shaped body of the fifth lumbar vertebra in the 








Vicinity 
of the 
ject be 
surface 
lateral 
occur | 
spine i 
Prin 
spond) 
1.7 ce: 
roentg 
pain a 
28.6 p 
pain, * 
genera 
lumba 
degene 
space, 
format 
lower 
posteri 
lumba 
from a 
of the 

























* the 
F the 
3 are 
- the 
end- 
rrow 
yuter 


tebra 
f the 
ry to 
long 


tebra 
er of 


»bra. 
1 the 


f the 
tero- 
ra 1s 


1 the 








SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 383 


dn 








x 











NES iy 











c 


Fic. 3. Drawings to show that the body of the 

















fifth lumbar vertebra may be kidney-shaped, whereas 


the body of the first sacral segment is oval (dotted outline in B). The anteroposterior diameter of 


the oval body of the sacrum is the same as that 


of the kidney-shaped body of L.5 only in the region 


of the “‘hilum.” The two “‘poles” of the kidney-shaped vertebra may lie behind the posterior mar- 
gin of the sacrum in a lateral roentgenogram, thereby giving an illusion of retrodisplacement unless 
both the anterior and posterior margins of the vertebrae are viewed and compared, and the antero- 


posterior diameters measured. (After T. A. Wil 


vicinity of the “hilum.” The two posterolateral poles 
of the kidney-shaped body of this vertebra will pro- 
ject behind the posterior border of the oval-shaped 
surface of the body of the first sacral vertebra in a 
lateral roentgenogram. Neither of these mistakes can 
occur if the anterior margins are compared when the 
spine is fully flexed. 

Primary lumbar vertebral instability or “‘pseudo- 
spondylolisthesis” varies from about 3 millimeters to 
1.7 centimeters, and is, perhaps, the most common 
toentgenographic sign associated with lumbosacral 
pain after the third decade of life. It was observed in 
28.6 per cent of 500 consecutive cases of lumbosacral 
pain. The next most common cause is gross disc de- 
generation, which is a late result of instability. This 
lumbar instability is an early sign of “incipient disc 
degeneration,” occurring before narrowing of the disc 
space, sclerosis of the epiphysial rings, or osteophyte 
formation becomes evident. The instability in the 
lower lumbar region is caused by incomplete radial 
posterior tears, usually between the fourth and fifth 
lumbar vertebrae, and in the upper lumbar region 
from anterior concentric fissures or slits between some 
of the lamellae of the annulus fibrosus. 


lis.) 


A lateral flexion roentgenogram is made with the 
patient sitting on a table. This eliminates 90 degrees 
of hip flexion (normal 120 degrees) and the pelvis is 
fixed and prevented from rotating. The lateral roent- 
genogram in extension is better made with the patient 
standing and with the pelvis pressed against the edge 
of a table at the level of the lumbosacral junction to 
prevent rotation of the pelvis. With this technique any 
anteroposterior displacement of the vertebral bodies 
will be clearly shown. It is important to note that 
anteroposterior sliding of the fifth lumbar vertebra on 
the sacrum can hardly take place at any time, despite 
disc degeneration, because the articular processes be- 
tween the fifth lumbar vertebra and the sacrum tend 
to look forward and backward (coronal plane), where- 
as in the other lumbar vertebrae the articular surfaces 
look outward and inward (parasagittal plane), a dis- 
position that allows anteroposterior displacement if 


there is instability from disc degeneration. 


The characteristic features of the syndrome are low 
back pain with mild neurological symptoms but with 
few or no signs, and radiologic evidence of antero- 
posterior instability. The following clinical features 


may point toward the diagnosis. 
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Age. Patients are predominantly men in the third 
and fourth decades. 

Onset. This may be acute, but more often there is a 
history of several years of chronic pain interspersed 
with incidents of acute pain. If more than two verte- 
brae are unstable on each other, the back pain is more 
extensive and not so localized as in nuclear prolapse. 

Neurological signs are not so pronounced as in a 
case of nuclear prolapse, but if present and unrelieved 
they are the real indication for operation. Pain is not 
appreciably affected by coughing or sneezing, and the 
straight leg raising test is negative. There is tenderness 
on percussion over the affected vertebrae. Sympto- 
matic pain may be caused by nerve root irritation due 
to instability or to bulging of the disc, but the lamellar 
tears themselves can cause pain (despite the absence 
of any nerve supply in the discs) if the cartilage plate 
is ruptured and the sensitive spongy bone exposed or 
injured, or if the tears are close to the peripheral at- 
tachment of the disc to the periosteum and epiphysial 
rings (osteophytic formation). 

The usual direction of anteroposterior sliding in the 
case of the upper four lumbar vertebrae is posterior— 
that is, the upper vertebra is displaced backward on 
the one immediately below it during full extension in 
the erect position. The displacement tends to disap- 
pear on forced flexion, which may cause anterior dis- 
placement. On the other hand, the reverse displace- 
ment may exist between the fifth lumbar vertebra and 
the sacrum. 

Operative treatment by bone grafting is a last re- 
sort in carefully selected individuals. Bone grafting is 
best for a localized lesion (affecting only one disc); 
it is generally not advisable if more than two discs are 
involved. 

The results in 30 patients treated by spinal fusions 
showed that 70 per cent had no pain and resumed 
work, 13.3 per cent had some benefit and resumed 
work, and 16.7 per cent were worse or no better. 

In this special group, 17 patients (12 per cent) were 
subjected to bone grafting after a preliminary hemi- 
laminectomy or an interlaminar approach to exclude 
a nuclear prolapse. The remainder were relieved by a 
spinal brace which was worn for 3 months or until 
pain ceased. 

Surgery is performed in the lateral position, the 
more painful side uppermost. The following changes 
have been observed: 

Interspinuous ligament. This may be ‘‘crinkled’’ or 
*‘buckled,” or even completely severed (4 cases). 

The vertebral body. The spinous process is grasped by 
a rongeur and rocked forward and backward and up- 
ward and downward to determine whether there is 
any anteroposterior sliding. Normally, only very 
slight movement is possible. 

The ligamentum flavum. The interlaminar tissue op- 
posite the affected disc is always slack and hyper- 
trophied. It forms folds and bulges backward between 
the laminae with movements of the slipping vertebra. 

The apophysial joints. In cases of listhesis there is in- 
stability at the apophysial joints, but this is secondary 
to the “‘primary” disc degeneration. In later cases, 
herniation of thickened synovial membrane through 
tears in the thin capsule may be evident; osteoarthritic 
changes are late. 


Bone grafting. If the disc between the fourth and 
fifth lumbar vertebrae (the most common site) is in- 
volved, the graft should extend from the fourth lum- 
bar to the first sacral vertebrae. 

In the postoperative care the patient lies flat on his 
back with the head of the bed raised for 2 weeks; 
thereafter he is allowed to sit up in bed supported by 
four pillows. After 3 months of rest in bed a brace is 
worn for the next 3 months when he is up and about. 
The patient may get back to his normal occupa- 
tion after about 9 months. 

—C. Fred Goeringer, M.D. 


Solitary Plasmacytoma of the Vertebral Column 
(Plasmocitoma solitario della colonna vertebrale), 
Giovanni CarBoneE. Policlinico, sez. chir., 1957, 64: 29. 


THE AUTHOR’S PATIENT was a 44 year old housewife 
from Sardinia who had married at 27 years of age and 
had given birth to 5 children. One of these children 
had died at birth; the others are living and well at the 
present time. 

Three months previously the patient had begun to 
suffer pain in the left scapular region, frequently very 
intense and at times radiating down the left arm to 
the elbow. Later the pain involved both arms and the 
upper dorsal region. The pain was increased on cough- 
ing and bodily effort. The patient was occasion- 
ally wakened at night by attacks of pain. 

Some time later weakness of the lower extremities 
developed, which finally confined the patient to her 
bed. She also began to suffer from obstinate constipa- 
tion and from complete retention of urine so that she 
had to be catheterized twice daily. 

Roentgenography disclosed almost complete de- 
struction of the arch of the first dorsal vertebra and 
partial destruction of the body. Operative exposure of 
the area confirmed the roentgen findings. A gelatinous 
but firm, grayish-red, easily bleeding neoplastic mass 
had replaced the pedicle, lamina and almost all of the 
spinous process of the first dorsal vertebra, and had 
extended forward and partially destroyed the corpus. 
The tumor had completely surrounded and compressed 
the spinal dural sac. 

The accessible tumor tissue was removed so as to 
liberate the posterior surface of the sac, which imme- 
diately began to pulsate. Although obviously incom- 
plete, the operation was terminated. 

The microscopic findings were those of plasmacy- 
toma and were indistinguishable from those of multi- 
ple myeloma. There were, however, certain features 
in the cellular picture which are not common in the 
pure myelomatous lesion. There was an evident 
anisocytosis, a predominance of the nuclear volume 
above that of the cytoplasm, there were some mitotic 
figures and binuclear elements. 

The general condition of the patient was excellent, 
Bence-Jones proteinuria was not present and the new 
growth was obviously invasive. 

Fifteen months following operation and irradiation 
therapy the paretic weakness of the lower limbs has 
receded. Repeated roentgenologic examination of the 
entire skeleton and bone marrow puncture examina 
tions have failed to reveal other lesions and there 8 
roentgenologic evidence of recalcification in the cor 
pus. —John W. Brennan, M.D. 
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Persistent Fetal Alignment of the Hip. E. W. Somer- 
vILLE. 7. Bone Surg., 1957, 39-B: 106. 

A CONCEPT of “‘toe-in” gait deformity is presented. 
The true site of the rotational deformity is often 
unrecognized. It may also be complicated by being 
internal at the hips and external in the tibiae. The 
normal hip in a 13 week fetus is fully flexed and ante- 
verted about 60 degrees. With all muscles removed this 
ftal hip can be externally rotated about 90 degrees 
when held in full flexion, but when the hip is ex- 
tended to full no external rotation is possible and 
instead there is 90 degrees of internal rotation. This 
later limitation in extension is due to tightness of the 
anterior hip joint capsule. However, a strain is also 
placed on the semicartilaginous femoral neck. In 
infant life this strain gradually molds the neck to 
decrease the anteversion to 10 degrees. If the capsule 
js weak subluxation may occur. If this molding away 
of the anteversion is incomplete then “persistent 
ftal alignment of the hip” is found. Young children 
with this condition show a marked toe-in gait, and on 
examination their hips have an excess of internal 
over external rotation. When tested in extension this 
internal rotation may be 90 degrees with only 5 
degrees of external range. In order to avoid tripping 
over his own feet such a child maintains the feet as 
straight as possible. Since this cannot be accomplished 
at the hips he develops secondary external torsion of 
the tibiae. This is usually associated with everted 
valgus feet. There is little spontaneous correction after 
age 5. 
A 21 year old female with such deformities is 
presented. With the feet together the patellae face 
inward. The condition is more common in females 
and is especially noted in the “good” leg of a patient 
with a unilateral congenital hip dislocation. Roent- 
genograms of these hips are normal but show a long 
valgus neck. They are suggestive on increased ante- 
version. The treatment is an external rotational 
osteotomy of the femur. It was performed in the sub- 
trochanteric region in 8 patients between the ages of 
jand 21 years. The operation is indicated only in 
patients having less than 10 degrees of external rota- 
tion of the hips as measured in extension, and who are 
not improving spontaneously. Another indication for 
surgery is secondary external torsion of the tibiae. 
Occasionally, rotational osteotomies of the tibiae are 
also necessary, that is, external rotation of the femora 
and internal rotation of the tibiae. Plate and screw 
fxation is mandatory. —D. Keith McElroy, M.D. 
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coy Treatment of Osteoarticular Tuber- 


culosis (Traitement médico-chirurgical des _tuber- 
culoses ostéo-articulaires). P. INGELRANS, M. LAcHE- 
RETZ, M. Dexmote, and J. Nicout. Rev. chir. orthop., 
Par., 1956, 42: 787. 


foRTY PATIENTS with osteoarticular tuberculosis were 
operated upon by the authors (26 cases of Pott’s 
disease; 14 cases of tuberculosis of the hip) at the 
Luydcoote Sanitarium on the English channel, a few 
miles north-east of Dunkirk, France. In these patients 
the abscess had persisted despite prolonged immobili- 


zation and the use of antibiotics, and in 3 cases of 
Pott’s disease the condition had progressed despite a 
previous Albee bone graft. 

Of the 26 patients with Pott’s disease, 5 were ex- 
cluded from this report because of the presence of a 
concomitant paraplegia. In these 21 reported cases 
the approach to the lesion with dorsal localization was 
by costotransversectomy; with dorsolumbar localiza- 
tion the exposure of the lesion was carried out by the 
method of Smithwick; and with lumbar localization 
the subperitoneal route was used. 

In 2 of the 11 patients with disease located in the 
dorsal region of the spinal column an abscess was not 
found; in these instances the disease had lasted for 3 
and 4 years, respectively. These 2 instances are ex- 
cluded from further consideration. 

In the remaining 9 dorsal and 7 dorsolumbar 
lesions the operation in each instance consisted of 
simple drainage of the abscess in 8 (there were collapse 
phenomena of the vertebral body, but no evidence of 
cavitation). In the other 8 cases the cavities were 
curetted and bone chips inserted. 

The cases of simple drainage presented some compli- 
cations: there was one persistent fistula, one delayed 
healing, and one recurrence following incomplete 
healing. In the last two cases the paravertebral abscess 
shadow on the side opposite that operated upon per- 
sisted, probably as the result of incomplete evacuation. 
In the 14 remaining cases osseous repair was complete 
in from 5 to 6 months without other incident than the 
persistence for 1 or 2 months of a small fistulous tract. 
In most of these patients a secondary Albee bone- 
graft operation was performed. 

In 2 of the 8 patients with cavities who were sub- 
jected to curettage and the insertion of bone chips, the 
cavities were found on roentgenologic examination 
to be filled with dense fibrous tissue. One patient re- 
ceived no benefit from the treatment and died from 
bacillary meningitis 7 months after the operation. In 
2 other patients a fistulous tract persisted for not longer 
than 1 month, and in another 2 the bone chips became 
resorbed completely. In the remaining 3 cases the 
bone graft healed, but resulted in vertebral fusion in 
only 2 of the patients. The grafting of bone into the 
cavity appears to be a useful adjuvant, but it would 
not appear to be indispensable. Its chief role seems to 
consist in preventing fibrous filling of the cavity which 
is not capable of producing bone. 

The instances of tuberculosis of the hip were far 
advanced with extensive osseous destruction and 
abscesses resistant to puncture evacuation. In these 
instances the cavities were curetted, and in 5 of the 
patients a resection of the femoral head was carried 
out. The effect on the general health of the patients 
was excellent, except in one with a previous fistula in 
whom a secondary staphylococcus infection persisted. 

Evacuation of necrotic tissue in these gravely ill pa- 
tients renders the antibiotics and immobilization 
therapy more effective. 

The authors emphasize the fact that satisfactory 
and permanent results can be obtained by direct sur- 
gical attack on the tuberculous locus and specific anti- 
biotic therapy. Surgical attack does not represent an 
excessive risk; the danger is minimal, though compli- 
cations can occur. It is not necessary to carry out a 








total exeresis of the lesion; a simple evacuation of 
the caseous material by the method of Kasteri is suffi- 
cient treatment. 

The pleural, peritoneal, and parietal complications 
demand that prudence be exercised, particularly in 
view of the reports of Faugeron who with immobiliza- 
tion and antibiotics obtained 85 per cent of cures. In 
the discrete forms with the likelihood of healing with 
immobilization and antibiotics immobilization of the 
affected vertebral segment with an Albee bone graft 
should be sufficient. If there is little tendency toward 
healing, increasing osseous destruction and persistence 
of an abscess, direct surgical attack with curettage of 
the tuberculous focus seems to be a logical procedure. 

— John W. Brennan, M.D. 


The Surgical Treatment in Leprosy, with Special 
Reference to Tendon Transplantation. JAMEs 
Dona.pson, Cyrit E. MARSHALL, and W. B. SHrIRAL- 
KAR. Ind. 7. Surg., 1956, 18: 502. 


THE PIONEER WORK Of Paul Brand, who first undertook 
tendon transplantation in leprosy, has been extended 
by the authors, of the Wanless Hospital, Miraj. 
Twenty patients have had 30 operations with rather 
satisfactory results. 

In the arm the ulnar nerve is usually the one to be 
first paralyzed. Later, the median nerve may be 
involved with the production of a rigid, fixed “‘claw.” 
The additional sensory impairment of leprosy permits 
minor injuries to be sustained without much notice. 
Thus, infection readily ensues and catastrophically 
damages the remaining tendons and soft tissues. 

Amelioration of the finger fixation can be ac- 
complished by releasing the sublimus tendon of each 
finger from the midphalanx via a longitudinal inci- 
sion along the radial side of each proximal phalanx. 
Via an incision in the distal palmar crease all four 
tendons are pulled into the palm, threaded along the 
lumbrical canals, and sutured to each dorsal expan- 
sion with cotton suture. The sublimis of the index finger 
is applied to the index finger and the sublimis of the 
little finger is applied to the little finger. ‘Che sublimis 
of the middle finger, however, is split and one portion 
is employed to replace the lumbrical of the ring 
finger and the other portion to replace the lumbrical 
of the middle finger itself. The remaining ring finger 
sublimis is then pulled into the wrist and anchored to 
the proximal phalanx of the thumb. 

A light cast is applied for 3 weeks with the meta- 
carpophalangeal joints in flexion, the interphalangeal 
joints in extension, and the thumb in opposition. 
The administration of antibiotics and physiotherapy 
is necessary. 

In the leg the disability is primarily that of extrinsic 
muscle loss, foot drop being the most prominent 
symptom. Amelioration is afforded by releasing the 
posterior tibialis from the navicular bone and bringing 
its tendon anteriorly under the tibialis anterior. It 
is then sutured to a cuneiform bone. 

Among the 30 operations performed to date, there 
has been only one serious complication, and that was 
a wound infection. Only two hands have been placed 
in such severe sublimis tension as to prevent flexion 
at the proximal interphalangeal joints. 

— Everett Shocket, M.D. 
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The Indications and Technique of Alloarthroplasty of 
the Hip Joint (Zur Indikation and Technik der Allo. 
arthroplastik des Heuftgelenkes). A. N. Wirt. Langen. 
becks Arch. u. Deut. Zschr. Chir., 1956, 284: 668. 


RECONSTRUCTION OF THE HIP JOINT with foreign ma- 
terial has arisen because of the completely unsati. 
factory results of classical arthroplasty with interposie 
tion of fascia or fat. The interposition of skin has pro- 
duced the same poor results. The indications for 
alloarthroplasty must be clearly determined as there 
are many painful deforming diseases of the hip which 
are well corrected by the use of rotation osteotomy, as 
well as by abduction and adduction types of osie- 
otomies. These procedures give very good long term 
results in many cases. 

The indications for alloarthroplasty will be de- 
termined by the severity of the suffering of the patient 
and by the severity of the anatomical changes within 
the joint. The sex, age, and type of work, as well as 
the economic status, of the patient will also influence 
the indications for this operation. The results in post- 
traumatic conditions, in true arthrosis, and in the 
late stages of congenital luxation of the hip are good 
provided the acetabulum is free of important changes. 
The results are worse if the acetabulum must be re- 
constructed by plastic procedures. All changes in the 
hip joint which are on an inflammatory basis must be 
carefully evaluated before a prosthesis is advised be- 
cause the results in such cases are poor. In bilateral- 
polyarthritis the insertion of a prosthesis is the only 
operation possible. Unfavorable results are seen in 
cases of protrusio acetabuli. The results here may be 
improved, however, by the use of special plastic pro- 
cedures on the acetabulum. Even though one is often 
forced to insert a prosthesis in bilateral hip diseases, 
one should be particularly reserved in cases of uni- 
lateral disease. In unilateral disease, particularly in 
working men and women, the hip arthrodesis will 
frequently be the method of choice. A stiff knee on 
the same side is a contraindication to arthrodesis of 
the hip joint, and strongly indicates hip arthroplasty. 
Arthroplasty in unilateral hip disease may be neces- 
sary for patients who sit at their work and can be con- 
sidered for women who live under the best economic 
conditions. Prosthetic operations in older children are 
in general contraindicated except in very special 
cases because of the continued growth of the skeleton. 

Cysts and severe osteoporosis in the region of the 
femoral neck as are often seen in the postclimacteric 
state may demand a more firm anchoring of the 
prosthesis than is usually possible. Muscular insuf- 
ficiency in the region of the hip may also contraindi- 
cate the insertion of a prosthesis. The endoprosthesis 
is of great value in bilateral hip disease. The basis of 
the plan of treatment is the production of a painless 
and movable bone on the side of the prosthesis and a 
painless rigid weight-bearing bone on the other side. 
The production of painless hips and a good stabile 
gait has not been observed in any cases of bilateral 
endoprosthesis arthroplasty. Bilateral arthroplasty, 
when indicated, is mainly indicated in polyarthritis 
and inflammatory diseases of the hip joints in which 
the other joints of the lower extremity are also 
stiffened. In such instances we are particularly in 
terested in allowing the patient to sit down and not 1 
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his ability to work or even walk. The indications and 
contraindications for prosthetic hip arthroplasty are 
not so rigid that the foregoing rules may not be set 
aside in special cases. 

Bilateral protrusio acetabuli is an especially difh- 
cult problem. It is very difficult to treat with con- 
servative means so that, usually, operative interven- 
tion is indicated. Frequently young women are af- 
fected by this condition. It is not always necessary to 
resect the head and insert an endoprosthesis. The 
difficulty lies in the fact that often the endoprosthesis 
will sink too deeply into the acetabulum and perios- 
teal changes in the femoral neck or roof of the acetabu- 
lum, or even in the lower acetabular margin, will 
produce further pain and thereby limit function. 
Therefore, it is necessary to flatten the deep acetabu- 
lum in order to give the head of the prosthesis the re- 
quired distance from the acetabular margin. Abduc- 
tion or adduction contractures after inflammatory 
diseases in childhood are very difficult conditions to 
treat. Operation with the insertion of a prosthesis may 
be undertaken after all evidence of inflammation has 
subsided; usually osteotomy will be indicated on the 
opposite side. Bilateral ankylosis after osteomyelitis 
with and without abnormalities of position of the 
joints presents similar problems. Technically, the 
correction is not easy as the femurs must be completely 
separated from the pelvis. Postoperative physio- 
therapy is of particular importance in these cases. 

Good results are seen in posttraumatic changes 
within the femoral head. This is true particularly in 
reconstruction of totally shattered femoral heads. If 
one would perform an arthrodesis in males in these 
cases, he should at least consider restoration of motion 
by means of a prosthesis in females. In cases of pseud- 
arthrosis of the femoral neck with atrophy of the 
femoral neck and necrosis of the femoral head one 
should attempt correction with nailing or osteotomy 
in younger men. However, in older individuals the in- 
sertion of an endoprosthesis is indicated. One is not 
able to lay down definite and clear cut indications in 
these cases; a single simple endoprosthetic model can- 
not be employed as a special endoprosthesis is neces- 
sary. Work which is exact to the millimeter is neces- 
sary. It is of great importance that a strong portion of 
the trochanter remain in place against which the 
prosthesis can rest and to which it can be attached. 
The peg of the prosthesis is introduced into the mar- 
row canal of the femur and wire loops are employed 
to prevent rotation of the prosthesis. 

A special indication for insertion exists when there 
are severe changes after a septic infection of the hip 
joint. Because of the recent advances in surgery we 
are now able to operate upon such conditions. It is 
impossible here to consider the many types of opera- 
ton—usually a special endoprosthesis is necessary. 
In summary, the indications for alloarthroplasty must 
be considered critically and with a great deal of re- 
serve. In unilateral hip disease the arthrodesis is usu- 
ally superior to arthroplasty. Only in very definite 
and special conditions should bilateral hip disease be 
treated with bilateral arthroplasty. Poor results are 
no ground for resignation on the part of the worker; 
rather they should stimulate him to try to improve 
results in the future. —Robert D. Larsen, M.D. 
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Results up to the Present Time in Hip Arthroplasty 
According to Judet (Bisherige Ergebnisse bei Hueft- 
plastiken nach Judet). C. Remers. Langenbecks Arch. u. 
Deut. Kschr. Chir., 1956, 284: 680. 


IT Is TIME to consider what has been accomplished by 
the Judet hip arthroplasty, and to determine what is 
to be avoided and what can be improved in this tech- 
nique. One hundred cases of hip arthroplasty have 
been followed for at least 3 years and one-third of 
the patients for 5 years. Poor results were obtained in 
about 25 per cent of the cases, although other authors 
have reported slightly fewer poor results. In the late 
follow-up results a tendency toward deterioration of 
the good results from year to year has been noted. 
Because of this, most of the late follow-up studies 
must still be designated as preliminary results and not 
as final outcomes. 

There were 3 fatal cases in the present series. Two 
patients died from pulmonary embolus and one from 
myocardial infarction. 

We must now determine how the foreign material 
which is either metal or plastic is tolerated by the 
living structures within the hip joint. An analysis of 
the changes in the femoral neck stump shows that in 
every case there is a certain degree of femoral neck 
atrophy in the course of time, which endangers the 
supporting margin of the femoral neck. Whether the 
prosthesis has become loosened can best be determined 
by roentgenograms taken under the effect of a muscular 
relaxant. One view is taken with the extremity under 
traction and another with the extremity under axial 
compression toward the head of the prothesis. The 
amputated surface of the femoral neck often has a 
tendency to assume a conical form, which cannot be 
explained either by the presence of the foreign body 
nor by the static mechanical shaping effect of the 
foreign body. Excessive pressure is usually the cause of 
bone necrosis and bone resorption; however, this con- 
cept is valid only for living bone. The dead bone at 
the margin of the femoral neck is able to bear weight 
and pressure for a long period of time. With the 
revascularization of the bone, however, necrosis begins 
and the bone is no longer able to bear weight. In 
order to understand this it is necessary to recall the 
blood supply of the femoral neck and head. The chief 
blood supply is through the capsula reflexa, and not 
through the joint capsule. With introduction of the 
peg of the prosthesis some of the endosteal vessels are 
inevitably destroyed. The vessels of the ligamentum 
teres have also been injured or destroyed. The vessels 
in the capsula reflexa, however, can and should be 
spared. If these vessels are not spared the weight- 
bearing surface of the femoral neck is robbed of its 
nutrition. 

In order to provide adequate lateral stability for 
the head of the prosthesis the prosthesis should be so 
designed that the margin of the femoral neck itself will 
assure the stability. The femoral neck atrophy is 
neither the result of the foreign body nor the trans- 
mission of weight through the neck. Rather it has its 
cause in nutritional disturbances in the marginal zone 
when as much as one centimeter of the capsula 
reflexa is unnecessarily destroyed by the usual opera- 
tive techniques. A three-flanged nail, as has been 
advised by many American authors is to be preferred 
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for the peg of the prosthesis. The deeply hollowed out 
interior of the prosthetic head is inadequate unless 
one is willing to accept an extremely short femoral 
neck. If the length of the femoral neck is preserved 
it is necessary to produce a long cone of femoral neck 
which fits within the head of the prosthesis. The 
danger of such a long coned femoral neck lies in the 
fact that as bony absorption occurs in the neck of the 
femur there is danger of fracture of the neck itself or 
of the peg of the prosthesis. Two patients in the current 
series were found to have fractured prosthetic pegs. 
Consequently, a more flush contact between the 
femoral neck and the head of the prosthesis is favored; 
at the same time care must be taken not to destroy the 
vessels in the capsula reflexa. 

With regard to the effect of the prosthesis upon the 
acetabulum, three different changes may be noted. 
The first is a minor smoothing of the acetabular sur- 
face by the head of the prosthesis whereby the pros- 
thetic head comes better engaged with the cartila- 
ginous covering of the acetabulum. The second in- 
volves a change in the configuration of the acetabular 
surface so that there is an asymmetrical contact be- 
tween the prosthetic head and the acetabulum. The 
third involves migration of the head into substance of 
the acetabulum so that the cortical bone of the floor 
or roof of the acetabulum is invaded or at times even 
entirely destroyed. The changes associated with the 
third type of acetabular change do not appear in the 
roentgenogram for several months. Usually this severe 
type of acetabular damage is associated with a great 
deal of pain. The spongiosa of the acetabulum often 
thickens around the migrating head. 

Another further cause of poor results is the inability 
to determine preoperatively how much hard work 
the patient will have to do, how much weight he may 
gain postoperatively, and whether or not he will 
develop climacteric osteoporosis at a later date. In 
climacteric osteoporosis the original appearance may 
be quite satisfactory postoperatively. However, often 
after one or 2 years the head of the prosthesis has 
migrated through the cortical bone of the acetabulum 
and produced a pronounced acetabular protrusion. 
Such migration of the head of the prosthesis with 
acetabular protrusion was associated with 72 per cent 
of the poor late results in this series. 

Large cysts in the roof of the acetabulum may also 
lead to poor results. In cases of cyst formation within 
the roof of the acetabulum or in pre-existing protru- 
sion of the wall of the acetabulum, a plastic operation 
upon the acetabular cavity is advised. The acetabulum 
is increased in size and a larger prosthesis is used. 

The problem of exactly matching the acetabulum 
with the head of the prosthesis has still not been com- 
pletely solved. 

The poor results in this group approximately 
amounted to 25 per cent of the total series. If one 
confines the consideration to the age group between 
45 and 56 years, in the preclimacteric and postclimac- 
teric phase, the poor results rise to 39 per cent. This is 
the period of climacteric osteoporosis and is associated 
with striking resorption phenomena and cyst forma- 
tion within the acetabulum and in the femoral neck 
region. In the postclimacteric state there is a disturb- 
ance in protein synthesis which interferes with the 


formation of bone matrix. Experimental evidence 
shows that once the bone matrix has been formed i 
will be calcified, which indicates that there is no 
disturbance in the calcium or phosphorus metabolism, 
It is important, therefore, that in the period of life 
when climacteric osteoporosis is expected the patient 
be subjected to a prolonged period of preliminary 
treatment to correct the defect in his protein metabo- 
lism. There is no simple test which is applicable to 
daily clinic use which will reveal defects in bone 
metabolism. Osteoporosis is first visible on roentgen- 
ograms when approximately 20 per cent of the 
mineral content of the bone has been lost. 

The problem of muscle physiology in patients sub- 
jected to hip arthroplasty is no less important than 
the problems of disturbed bone metabolism. Often 
the muscular problems in hip arthroplasty arise as 
a result of shortening of the femoral neck. The natural 
muscular tone fails and instability of the hip is thus 
produced. There may be diminished power in the 
gluteal musculature and a resulting loss of extension 
in the hip joint. 

It should lie within our ability to improve the 
results in hip arthroplasty. Twenty-five per cent of 
poor results is still too high a figure. The analysis of 
the poor results allows one to conclude that with 
variation in techniques, broadening of fundamental 
biologic knowledge, and an increase in operative ex- 
perience still better results will be obtained. 

—Robert D. Larsen, M.D. 


Treatment of Flexion Contracture of the Knee and 
the Hip in Patients with Poliomyelitis (Traitement 
du flexum du genou et de la hanche chez les polio- 
myélitiques). R. Merte D’Ausicné and CHARLES 
ScHOLDER-DumurR. Rev. chir. orthop., Par., 1956, 42: 591. 


THE AuTHORS describe the pathogenesis of flexion 
contracture in the knee joint and the hip joint, the 
most important cause is muscular imbalance. Single 
or combined, paralysis of the quadriceps, the gluteus 
maximus, and the tensor fasciae produce the de- 
formities. Flexion contracture of the knee joint pre- 
vents passive stabilization which can be obtained 
only when the patient brings his center of gravity in 
front of this articulation. Flexion contracture at the 
hip joint causes excessive lordosis and counteracts 
stability of the body. Thirty-four patients were treated 
since 1952. The following conclusions are drawn: 

1. Flexion contracture at the knee joint. An average 
of 42 degrees of correction (30 to 60 degrees) was 
obtained with a posterior capsulotomy in 17 patients. 
In 4 patients a capsulotomy was supplemented by a 
shortening of the femoral shaft of 3 to 5 centimeters 
and intramedullary fixation. In these patients an 
average correction of 75 degrees was obtained. By 
this procedure vascular and nervous complications 
were avoided. Two other patients required a supra 
condylar osteotomy. 

Twenty to 30 degrees of correction may be obtained 
by a capsulotomy. When the contracture amounts 
to from 30 to 35 degrees postoperative skeletal traction 
is necessary. When there is a contracture of more than 
45 degrees the capsulotomy may have to be combined 
with a shortening of the femoral shaft in bilateral 
cases or a supracondylar osteotomy in unilateral cases. 
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2. Flexion contracture at the hip joint. In 18 pa- 
tients a tenocapsulotomy of the hip was performed 
with an improvement of 30 to 40 degrees. In 2 patients 
a tenocapsulotomy was combined with a shortening 
of the femur with an improvement of 60 degrees. In 
many patients the contracture of the hip joint de- 
creased 10 to 30 degrees by the performance of a 
capsulotomy at the knee joint. In 3 patients the reverse 
happened: because of a capsulotomy at the hip joint 
and section of the tensor fasciae, the flexion contrac- 
ture at the knee joint diminished 25 to 30 degrees. 

From the foregoing it may be stated that a flexion 
contracture of the hip of 30 degrees may be treated 
by a capsulotomy. This procedure is usually sufficient 
since a residual flexion contracture of 20 to 25 degrees 
may be compensated by increasing the lumbar lordosis. 

In a combined contracture of the hip and knee 
joint 20 degrees may be gained in one articulation 
by treating the other one. The most involved joint 
is treated first, eventually bilaterally, and the other 
joint may be treated later if necessary. 

When the deformity in both articulations is very 
marked, they may be treated simultaneously by short- 
ening the femoral shaft in bilateral cases. The other 
extremity is treated in a second stage. The follow-up 
results were summarized. In 20 patients the gait was 
improved. Before treatment 8 patients did not walk, 
10 walked with crutches, and 2 walked with canes 
and braces. After treatment 12 patients walked with 
two canes and one brace, 2 with one cane and a 
brace, 4 with a cane, and 2 without any external 
support. — Joseph C. Mulier, M.D. 


FRACTURES AND DISLOCATIONS 


The Treatment of Malunited Supracondylar Frac- 
tures in Children (Die Behandlung schlecht verheil- 
ter suprakondylaerer Ellbogenfrakturen im Jugen- 
dalter). K. VieRNSTEIN. Qschr. Orthop., 1957, 88: 362. 


SINCE MANY FRACTURES around the elbow joint result 
inmalunion, in many instances a secondary repair of 
the deformity is indicated. It should be done when the 
healing of the soft tissues and the bones is completed. 
Two types of deformities require repair: 

A. Deviation of the axis of the arm in relationship 
to the forearm. 

B. Limitation of motion which results in impair- 
ment of the function of the involved elbow. 
_Cubitus varus is the most frequently seen complica- 
tion. However, as the function of the elbow in mild 
cases is excellent, only deformities which exceed 20 
degrees should be corrected. Cubitus valgus should 
be corrected when the valgus exceeds 150 degrees or 
when signs of ulnar nerve irritation are present. The 
correction should be done only after the growth is 
completed and the epiphyses are closed. In cubitus 
varus a lateral incision is made and a wedge of bone 
with its base lying laterally is removed from the 
humerus. The cast is applied in full extension of the 
arm to prevent displacement of fragments. When 
ulnar irritation is present, the nerve is transplanted 
anteriorly between the subcutaneous fat and fascia. 
_ In cases in which cubitus valgus is due to the old 
racture of the capitellum or through the distal epi- 
physis, an open reduction and exact reposition of the 


malunited fragments are imperative for a good end- 
result. If this is not possible, an osteotomy should be 
done. In the old extension type of supracondylar 
fracture in which the angle between the shaft and the 
distal end is decreased, a limitation of flexion is fre- 
quently seen. The deformity may be corrected with 
an osteotomy. 

In cases in which limitation of flexion is present 
because of a bony spur on the anterior aspect of the 
humerus, the spur can be surgically removed. In 
cases in which limitation of motion is due to old frac- 
tures which were accompanied by fibrosis of the joint 
cavity a fibrolysis is indicated, which in the author’s 
experience has been quite successful in restoring free 
range of motion in a few selected cases. It consists of 
surgical resection of scar tissue and release of soft 
tissue contractures. 

Several roentgenograms and illustrations which 
demonstrate the deformities and operative procedures 
are presented. —George Wichman, M.D. 


Posterior Dislocation of the Shoulder Joint of Trau- 
matic Origin (Les luxations postérieures traumatiques 
de P’épaule). R. Peyceton, P. Reptumaz, and C. R, 
MicueEL. Rev. chir. orthop., Par., 1956, 42: 630. 


THE AUTHORs describe their personal findings in 5 cases 
of traumatic posterior dislocation of the shoulder joint 
and in 67 other cases reported in the recent literature. 
Posterior dislocation of the shoulder joint is rare and 
accounts for 1.5 to 4.3 per cent of all shoulder dis- 
locations. There were 41 males and 6 females, most 
of them from 35 to 50 years of age. The usual cause 
of the dislocation was injury, but the muscular con- 
traction accompanying an epileptic seizure or an elec- 
tric shock was also a frequent cause. 

When a forced internal rotation causes a subluxa- 
tion, a groove defect is created in the anterior surface 
of the head by the posterior rim of the glenoid which 
fixes the dislocation. There are associated lesions of 
the capsule, the ligaments, the muscles, and the 
skeleton which at times are very severe. The clinical 
picture is not typical; pain, fixed internal rotation, 
and adduction contracture are the only constant 
symptoms. This, together with the fact that an 
anteroposterior film does not readily show the luxa- 
tion, accounts for the fact that about half of these 
luxations are missed during the first days. 

The dislocation “‘ages” fast and the pain remains 
while the reduction by closed measures becomes im- 
possible. In fresh cases a closed reduction is easily ac- 
complished by traction in outward rotation, while 
direct pressure is kept on the head of the humerus. 
Recurrence was seen in 8 of 36 closed reductions. 

Operative reduction is indicated whenever closed 
methods fail. The approach preferred by the authors 
is the one described by Huc. The acromion is sec- 
tioned and the outer portion angulated to show the 
cuff. The capsule is incised between the supraspinatus 
and infraspinatus muscles. To prevent recurrences 
the outer portion of the acromion is replaced obliquely 
so as to fill the space behind the humeral head. Re- 
section of the head is carried out by some authors. 
While 13 of 21 cases showed a good result after open 
reduction, very little mobility was retained after 
resection. — Joseph C. Mulier, M.D. 
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Fic. 1 (Ricklin). Left. Arrangement of traction and 
countertraction in Kirschner wire extension at the 
olecranon. 

Fic. 2. Right. Fixation method after Kamprath. Longi- 
tudinal traction on the forearm flexed at right angle 
against an abutment applied at the upper arm. 


Treatment of Supracondylar Fractures of the Hu- 
merus in Children (Zur Behandlung der suprakondy- 
laeren Humerusfrakturen im Kindesalter). P. Rick- 
LIN. Schweiz. med. Wschr., 1957, 87: 217. 


THE AUTHOR, of the Surgical Department of the Uni- 
versity of Zurich, Switzerland, discusses the treatment 
of supracondylar humerus fractures in children. These 
fractures, caused by hyperextension of the elbow, are 
often difficult to set, partly because of the small size 
of the fragments and partly because of the large 
hematoma and the muscles and other soft tissues 
which prevent correct alignment of the fragments. 

After reduction in deep anesthesia other complica- 
tions are often observed. If the arm is put in a cast in 
marked flexion of the elbow severe circulatory dis- 
turbances may occur. If, on the other hand, the elbow 
is not sufficiently flexed the distal fragment may slide 
off and renewed reduction will be necessary. Traction 
and extension with the Kirschner wire is unsatisfac- 
tory in younger children and may damage the ossifica- 
tion centers and impair growth. 

Other complications include injury of the brachial 
artery which leads to Volkmann’s contracture and 
nerve injuries, especially of the median and radial 
nerves. When injury to the brachial artery is suspected 





Fic. 3. Markedly displaced supracondylar fracture 
of the humerus in a boy 10 years of age. (March 16, 


1954). 


390 International Abstracts of Surgery - October 1957 


immediate surgery is imperative because even a de. 
lay of hours may cause irreversible damage from 
ischemia. 

After discussing various methods of treatment, the 
author describes a technique devised by Kamprath. 
This method gave the best results, especially in the 
fractures which were difficult to keep in good align. 
ment or which were complicated by circulatory dis. 
turbances. The arm was put on an abduction splint, 
and closely above the elbow a pad was fastened to the 
flexor aspect of the splint so that it exerted pressure on 
the biceps area. The elbow was flexed at a right angle 
and extension was applied by means of adhesive trac- 
tion on the forearm. No manipulation under anesthesia 
was necessary as the fracture was reduced gradually 
by traction and the pad prevented renewed displace- 
ment of the lower fragment. 

This method was also found to be successful in the 
treatment of transcondylar fractures. 

— Werner M. Solmitz, M.D. 


Surgical Treatment of Congenital Dislocation and 
Subluxation of the Hip in Children (Traitement 
sanglant des luxations et subluxations congénitales de 
la hanche chez le jeune enfant). H. Larritte, Prerre 
Sure, Tufopore, F. Dyavani, and M. Gorpyjt. Men, 
acad. chir., Par., 1957, 83: 86. 


Since 1946 all cases of congenital dislocations and 
subluxations of the hip have been treated surgically 
by the authors. Their attitude is based on the poor 
results of the closed treatment and the fact that pre- 
vious nonoperative treatment deteriorates the sur- 
gical results. 

The ideal age for treatment is 17 to 30 months. 
While excellent results are obtained in 75 per cent 
of the children under the age of 3 years, this per- 
centage diminishes to 50 per cent after the age ol 





Fic. 4. Result of reduction after position on an abdue 
tion splint and longitudinal traction on the foreal? 
(March 17, 1954). 
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5. One hundred and fifty-eight hips were treated in 
100 children between 2 and 7 years of age. 

The head is replaced in the acetabular cavity with- 
out the use of force and a shelving is performed. The 
soft tissues are removed from the acetabular cavity 
without damaging the cartilage. The direction of 
insertion of the bone graft used for the shelving is 
important. The graft is taken from the trochanteric 
region. If necessary the femoral shaft is shortened by 
removing a section, and fixed with a plate and screws. 

When there is a severe incongruity between the 
femoral head and the acetabulum an arthroplasty 
must sometimes be performed, preferably of the 
acetabulum, although the authors usually prefer a 
less perfect reduction to an arthroplasty. After sur- 
gery the hip is immobilized for a month at 10 degrees 
of hyperextension, 40 degrees of abduction, and 20 
degrees of internal rotation. The knee is flexed at 
30 degrees and the foot is left free. The immediate 
dangers after surgery are shock and paralysis of the 
peroneal nerve. This last complication occurred 9 
times. The exact cause remains unknown but utmost 
care for the sciatic nerve and the peroneal should be 
exercised during and after the procedure. In 3 cases 
the paralysis was irreversible. 

The late complications were reluxation (6), residual 
subluxation (24), epiphysitis (26), the formation of 
osteophytes and coxa erecta (9). 

The rehabilitation of the patient is very important 
and may take a long time. Hyperextension and ab- 
duction exercises are practiced regularly. After 3 
months walking is permitted gradually. In bilateral 
cases the second hip is treated as soon as possible 
after the first one (14 days to 3 weeks). 

RESULTS 

1, Luxations. Of 51 children 69 per cent showed 
an excellent result, 13 per cent had a slight limp, and 
18 per cent showed a poor result. Among 9 children 
in whom an unsuccessful trial of conservative treat- 
ment preceded surgery (14 hips), 9 had poor results 
and 5 fair results. 

2. Subluxations. Seventy four per cent of the pa- 
tients obtained an excellent functional result and 69 
per cent an excellent anatomical result. In patients 
with bilateral subluxation there were 77 per cent of 
excellent functional and anatomical results. 

—Foseph C. Mulier, M.D. 


Pertrochanteric and Subtrochanteric Fractures (Les 
fractures per et sous-trochantériennes). P. DecouLx 
and J. P. Razemon. Rev. chir. orthop., Par., 1956, 42: 739. 


THE AUTHOR’S SERVICE at Lille, France, emphasizes 
the indications for surgery in pertrochanteric and 
subtrochanteric fractures. Of the 117 patients ob- 
served, 96 were operated upon. Eleven of the 21 pa- 
tients not operated upon were excluded from surgery 
for such reasons as absence of displacement (7 cases), 
death before the intervention could be carried out 
(2 cases), and a lack of facilities (2 cases). In 10 in- 
stances actual contraindications existed: multiple 
trauma of severe character (2 cases), diffuse cancerous 
osteoses (2 cases), total urinary incontinence (3 cases), 
and senile psychosis and a cachectic condition (4 
cases). Figure 1 gives the percentages of the total 
number of each type of fracture. 
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Of the 96 patients who were operated on 18 per 
cent died. Nine patients died during the first 15 days 
following the operation; this was considered to be the 
immediate operative mortality. Four patients died be- 
tween 2 weeks and 2.5 months after the operation; 
these were included in the operative mortality, al- 
though it is possible the majority would have died 
whether operated upon or not. The age of the young- 
est patient who died was 79 years. 

Of the patients operated upon, 83 survived for more 
than 2 months; but only 56 could be followed for re- 
appraisal. In 43 (76 per cent) of the 56 patients ex- 
cellent consolidation of the fracture with a perfect 
cervicodiaphyseal angle was obtained; in 8 (14 per 
cent) a coxa vara of at most 110 degrees remained; 
in 5 (9 per cent) a coxa vara of less than 100 degrees 
remained, a condition which caused severe claudica- 
tion and disturbance of ambulation. Lack of consoli- 
dation (pseudarthrosis) did not occur. In short the 
functional results were not always perfect and local 
and general complications were not rare. 

The authors conclude that surgery should be car- 
ried out in these elderly patients, and that the results 
reported represent an important gain over orthopedic 
methods of treatment, especially in the matter of op- 
erative mortality and the period of hospitalization. 
The period of postoperative care is shortened, by 
means of the plated nail procedure with use of nails 
for fixed angulation (Jewett, Neufeld, Cabanac, and 
the extra strong nail of d’Aubigné) and the adjustable 
nails of MacLaughlin and Pohl for 8 or 10 days of 
relative immobilization. After this period the patient 
is permitted and encouraged to turn on his side, to 
assume the seated posture, and to exercise movements 
in bed. The patient is placed in an easy chair for 
several hours daily, but because it is difficult to judge 
from roentgenologic examination the degree of con- 
solidation the patient is not permitted to bear weight 
on the limb for a period 4 months. 

Pathologic fractures resulting from neoplasms were 
observed in 4 instances; in 2 all operative interference 
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was interdicted and in the other 2 osteosynthesis was 
carried out and gave a certain degree of comfort to 
the patients during their subsequent survival. 

— John W. Brennan, M.D. 


ORTHOPEDICS IN GENERAL 


Protein Metabolism in Fractures. KALI SANKAR Bose. 
Calcutta M. F., 1956, 53: 221, 277, 310, 355. 


ADULT MALE ALBINO RATS in nitrogen equilibrium 
suffered from excessive catabolism of the body protein 
following experimental fractures. Healing of the frac- 
tures was studied in rats with different levels of protein 
intake. Union as judged clinically and radiologically 
was best on a stock diet containing 6 per cent protein. 
Synthetic diet containing 15 per cent protein helped 
union better than 4 per cent protein. Tensile strength 
at the site of fracture was well developed in animals 
fed on stock diet and on 15 per cent protein diet. 
There was a lag period in animals receiving 4 per cent 
protein. 

A separate group of animals receiving 6.5 per cent 
protein (which represents the protein content of the 
average Bengal diet) was similarly studied, and their 
response when compared with a group receiving a 
supplement of 6 per cent casein powder was poorer. 
Studies on 10 patients with fracture revealed a similar 
negative nitrogen balance, the degree varying with 
age, protein nutrition, and extent of injury. Estimation 
of the plasma protein in 55 cases did not reveal any 
gross deficiency of protein nutrition, and no correla- 
tion could be found between the plasma protein level 
and the healing of the fractures. Complications such 
as basal pneumonia and bed sores were noticed 
clinically in old persons having a low plasma protein 
level. The author recommends that a supplement of 
protein be added to the diet of nutritionally poor 
patients to help the process of union after fractures 
and to avoid secondary complications. 


Contribution to the Biochemical Study of Bone Callus 
(Contribution 4 l’étude biochimique du cal osseux). 
G. De Toeur. Acta chir. belg., 1956, 55: Supp. 2. 


HuMAN BONE, procured at operation, was used to 
study the composition of the amino acids in the bone 
matrix. The system of polypeptide fibers in a polysac- 
charide cement substance which participates in the 
development of osteoporosis is of particular interest. 
The movement of the marked, or radioactive, calcium 
ions was investigated in the dog. This was necessary 
because the beta-rays, given off by marked calcium, 
are too weak to be measured accurately through the 
surrounding soft tissues of the human. 

The amino acid measurements were carried out by 
means of an ion exchanger. These measurements did 
not disclose any pathognomonic quantitative differ- 
ences in the amino acids present, and the absence of 
calcium affinity in osteoporosis was ascribed to the 
disruption of their structure; the chains of polypep- 
tides in which this property seems to reside become 
disoriented in the presence of fractures and are no 
longer able to retain the calcium. The lack of calcium 
in this condition is only an apparent one for the au- 
thor’s experiments with marked C* show that the 
entire skeleton takes part in the healing of a fracture 
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of a single bone, and there is just as much calcium in 
the body fluids and tissues in every part of the body 
as in the fracture area. 

If the reduction of the fracture is accurate and the 
immobilization of the fragments is maintained the 
affinity for the calcium in the body fluids is increased. 
If injury to the skeleton has occurred at some other 
point this area becomes more avidly hungry for the 
body calcium than the fracture area itself. The author 
therefore regards the taking of homografts for inlay or 
onlay splinting of the fracture fragments as erroneous; 
any splinting of the injured bone should ‘be done with 
homografts from the bone bank. 

The author’s studies further show that when a bone 
grafting procedure is carried out the grafted bone does 
not give off any of its calcium to the host but receives 
calcium from it, perhaps by means of the mechanism 
whereby all of the skeleton gives off calcium to the 
body fluids, and the graft gets its acquired calcium 
from this source. It is only after the graft has become 
firmly incorporated with the host bone that it begins 
to provide the healing fracture with some of its cal- 
cium salts. This event is late in the period of healing 
of the fracture. 

It would seem that the inlay type of bone grafting 
in the healing of fracture is only of value for its splint- 
ing effect and that the method of onlay grafting 
(Phemister) is of value only because it produces an 
active hyperemia of the fracture area and thus con- 
duces to healing. The author believes that just as 
favorable effects could be obtained by superficial 
abrasion of the periosteal callus formation encasing the 
pseudarthrosis. This opinion is substantiated by the 
result secured in a 13 year old boy in whom a pseud- 
arthrosis was healed in less than 3 months by the 
simple process of clearing the neighboring tissues 
away from the pathologic focus by means of a rasp. 

The author agrees with the school of Danis that 
every fracture should be exactly reduced and firmly 
fixed as early as practicable. 

— John W. Brennan, M.D. 


The Results of Combined Drug Therapy and Early 
Fusion in Bone Tuberculosis, ALBERT R. ALLEN 
and Auprey W. STEVENSON. 7. Bone Surg., 1957, 39-A: 
32. 


THE AUTHORS discuss the treatment of bone tubercu- 
losis in 17 cases. Drug therapy consisted of strepto- 
mycin, para-aminosalicylic acid, and isonicotinic acid 
hydrazide. Surgery was combined with these drugs 
when indicated. Fusion of the spine was performed in 
12 patients, of the knee in 3, and of the hip in 1 pa- 
tient; and saucerization of cystic tuberculosis of the 
fibula in 1. The diagnosis of tuberculosis was estab- 
lished by culture methods in all the peripheral joints 
and in 7 of the 12 spines. In general, the authors be- 
lieved that by doing fusions early the growth centers 
were kept open and less deformity resulted. 
—Edgar L. Ralston, M.D. 


The Paralytic Knee of Poliomyelitis (Le genou paraly- 
tique de la poliomyélite). P. INcELRANs and ™. 
LaAcHERETZ. Rev, chir. orthop., Par., 1956, 42: 723. 


NINE INSTANCES of spastic contracture of the knee 
joint in flexion as sequelae of anterior poliomyelitis o 
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rather recent origin (flexion not greater than 30 to 45 
degrees) were judged appropriate for orthopedic cor- 
rection. In 5 of these patients successive casts were 
applied, and in 4 the continuous extension method of 
Queneau was used. In all the correction obtained was 
complete, but there were 5 recurrences. 

In 24 instances of chronic spastic flexion the correc- 
tion obtained by orthopedic methods was deemed in- 
sufficient and surgical methods were carried out. In 
12 of these patients an epicondylic osteotomy was 
done; in 7 of these 12 genu valgum constituted a fur- 
ther indication for osteotomy. In all of these cases an 
immediate complete extension was secured. There 
were no instances of secondary stiffness at the knee 
joint, but all the patients were infants or adolescents. 
The amplitude of flexion at the joint was but little 
affected but among the 7 cases in which the late re- 
sults could be determined, there were 5 recurrences. 

In the remaining 12 patients of the 24 reported, a 
posterior capsulotomy with elongation of the ischio- 
sural muscles was carried out. In 3 of these 12 patients 
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a supplemental osteotomy was necessary. The retrac- 
tion of the lateral ligaments and the osseous deformities 
(law of Delpech) constituted an obstacle to reduction 
without osteotomy. The late results consisted of 2 frank 
recurrences, 2 partial recurrences, and an exaggerated 
genu recurvatum. In the last instance there was also 
paralysis of the ischiosural muscles. 

The author has the impression that recurrences of 
genu flexum were more frequent following osteotomy 
than following posterior capsulotomy, but osteotomy 
is preferred if the ischiosural muscles are affected by 
the paralytic process. 

Of the 4 patients with genu recurvatum treated by 
posterior capsulotomy, 2 were subsequently supported 
with orthopedic appliances. In 1 an osteotomy gave 
satisfactory results, and in the last patient a syndes- 
moplasty of the lateral internal ligament was carried 
out with considerable relief of the pain which was 
present even with the orthopedic brace. The patient 
must still wear a brace, but arthrodesis of the knee 
joint has been obviated. — John W. Brennan, M.D. 








BLOOD VESSELS 


Suprarenal Capsules in Thromboangiitis; Comparison 
of Anatomic and Physiopathologic Findings (La 
surrénale chez les thrombo-angéitiques; confrontation 
des données anatomiques et physiopathologiques). 
M. R. Tincaup. Bordeaux Chir., 1956, 4: 193 


PATHOLOGISTS are observing the following signs of 
hyperactivity in the adrenal glands of patients with 
thromboangiitis: diffuse capillary vasodilatation, pseu- 
doadenomatosis and cellular infiltrations. The zona 
fasciculata is hyperplastic and the zona glomerulosa 
relatively atrophied. 

It is surprising that there is no good biologic 
evidence of hyperactivity of the suprarenal capsules. 
It has, however, been demonstrated that repeated 
administration of DOCA associated with a high 
sollium chloride intake was followed by arterial 
changes in chickens and rats. Glucocorticoid hor- 
mones counteract this influence of the mineral corti- 
coids. It is suggested that the excretion of ACTH is 
not in balance with somatotrophic hormone (S.T.H.) 
secretion. This last compound acts on the mineral 
corticoids and should be considered responsible for 
the arterial hyalinosis. —Mare Verstraete, M.D. 


Fundamental Factors Affecting Vascular Surgery. 
Geza DE Takats. Surgery, 1957, 41: 444. 


THE AUTHOR discusses some of the physiologic factors 
in hemodynamics, vascular shunts, vasomotor inner- 
vation, and the clotting mechanism. 

In arterial stenosis, turbulence and transformation 
of kinetic energy into lateral pressure exert continuous 
stress on the arterial wall. The lateral pressure ex- 
plains poststenotic dilatations. In arterial stenosis a 
bruit is heard proximal to the occlusion. The bruit is 
heard when there is more than 60 per cent occlusion 
of the lumen and disappears when the occlusion is over 
78 per cent. 

Throughout the body there is a system of short cir- 
cuit mechanisms (arteriovenous anastomoses) whose 
function is to regulate blood supply to a part. Control 
of the shunts is both nervous and humoral. It is 
thought that interruption of the sympathetic nerves 
causes the arteriovenous shunts to open. Sympathetic 
stimulation closes the shunts. 

The vasomotor apparatus has both humoral and 
nervous components. Both vasoconstrictor and vaso- 
dilator fibers are found in the sympathetic outflow. 
Sympathetic denervation produces maximum vaso- 
dilation on the second postoperative day. The blood 
flow gradually is lowered until it is approximately 
twice the preoperative level about 3 months later. The 
postoperative increased warmth does not disappear as 
the blood flow decreases. The regain of arterial tone 
with falling blood flow which occurs after operation 
is related to the development of epinephrine sensi- 
tivity. 

Normally there is an equilibrium between the coag- 
ulant and anticoagulant factors of a physical and 
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chemical nature. Numerous illnesses as well as opera- 
tions produce changes in the equilibrium. When this 
occurs, compensatory changes are attempted by the 
body but may have to be supplemented by the phy- 
sician. A knowledge of the factors affecting the equi- 
librium is essential. —Lockert B. Mason, M.D. 


Surgical Treatment of Coarctation of the Aorta. Re- 
port of the Section on Cardiovascular Surgery. Dis. 
Chest, 1957, 31: 468. 


THE REPORT OF THE SECTION on cardiovascular surgery 
of the American College of Chest Physicians is an 
attempt to evaluate the results of the surgical correc- 
tion of coarctation of the aorta, clarify the indications 
for operation, and to bring forth information based 
on past experience that may be of help in avoiding 
difficulties and improving results. It is based on an 
analysis of 1,601 patients treated surgically by 36 of 
the members of the Surgical Advisory Committee 
of the American College of Chest Physicians who are 
outstanding cardiovascular surgeons from representa- 
tive areas throughout the world. The average dura- 
tion of life in a group of 200 patients observed by 
Abbott and reported on in 1928 was 32 years. As 
judged by Brown only one-tenth of the patients having 
coarctation of the aorta live past the age of 50 years. 


NATURE OF THE LESION AND ASSOCIATED DEFECTS 


Seventy-three cases were classified as being pre- 
ductal or “infantile,” and the remainder were post- 
ductal or “adult” in type. Some surgeons did not 
feel inclined to make the subdivision because there is 
so much overlapping between the two types, particu- 
larly when a patent ductus arteriosus is present. Im- 
portant associated defects were present in 36.6 per 
cent of the cases in which a careful study was made. 
Patency of the ductus arteriosus was most common, 
being present in 15.9 per cent. Deformity of the aortic 
valve was second in frequency, being present in 11.7 
per cent. Aortic insufficiency was present in 103 cases 
and stenosis in 27. Marked dilatation of the thin-walled 
intercostal arteries was of practical importance since 
it was the cause of serious or fatal hemorrhage in a 
number of instances. Coarctation at unusual levels 
and narrowing over unusually long distances must 
have been encountered infrequently for unusual loca- 
tions were mentioned in only 5 instances and grafts 
were used in only 56 of 1,405 cases. 


INDICATIONS FOR SURGERY 


Fifteen surgeons believed that in children below the 
age of 6 years and in adults over the age of 32 years, 
surgery should be done only if outspoken hyperten- 
sion, cardiomegaly, heart failure, or other serious 
related conditions are present. Hypertension was the 
indication for operation in 86 per cent with congestive 
failure in 9.7 per cent, the presence of the lesion in 6.2 
per cent, and other reasons in 2.4 per cent. In some 
instances both hypertension and congestive failure 
were major indications in the same patient. 
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MORTALITY RATES 


The gross operative mortality rate up to 3 months 
after surgery was 8.6 per cent. It was higher in the 
younger and older age groups: from 0 to 3 years it was 
16 per cent, from 4 to 15 years 6.8 per cent, from 
16 to 30 years 7.9 per cent, and in patients older than 
30 years it was 11.3 per cent. The experience of Mus- 
tard et al. in managing 90 infants and children with 
coarctation of the aorta indicated that those who 
presented signs or symptoms of the condition in in- 
fancy constitute two-thirds of all individuals with 
coarctation, and since few of them will survive the 
first year of life without surgery, removal of the ob- 
struction should be carried out without delay when- 
ever possible. It is pointed out that in children with 
preductal lesions who are under one year of age the 
mortality rate is highest and that even a few days of 
delay in instituting treatment may result in a fatal 
outcome. 

The causes of death following surgery in 1,536 
cases of coarctation were as follows: heart failure, 
pulmonary edema, and shock in 33 cases; disruption 
of the anastomosis in 28; cardiac arrest or fibrillation 
in 18; operative hemorrhage in 16; cerebrovascular 
accident in 5; necrotizing arteritis in 5; and 1 to 3 of 
multiple other causes. Cardiac conditions of various 
types by all odds were the most frequent cause of death, 
being responsible for the fatal outcome in 37.7 per 
cent of all 135 deaths. This would indicate the extreme 
importance of careful preoperative preparation, avoid- 
ance of anoxia, acute hemorrhage, and all other 
factors which tend to cause or aggravate these con- 
ditions. 

Infection at the operative site was present in 11 of 
the 28 fatal disruptions of the anastomosis. In 918 cases 
for which sufficient details were given to allow evalua- 
tion, an everting mattress suture technique was em- 
ployed on 650 occasions, with disruption in 17 or 
2.6 per cent. A simple continuous noneverting suture 
technique was used on 268 occasions with disruption 
in 3, or 1.1 per cent. The higher incidence of disrup- 
tion of the mattress suture group most probably was 
due to imperfect technique with placement of the 
sutures at varying distances from the cut ends of the 
aorta and tying with varying degrees of tension. Thus, 
if the tension happened to be excessive on the sutures 
farthest from the aortic ends, the sutures probably 
cut through the wall as a result of pressure necrosis, 
and produced a transverse laceration which probably 
remained open because of the longitudinal pull of the 
aortic ends. After one such suture cuts through, exces- 
sive tension will then fall on the adjacent sutures and 
tend to set up a vicious circle which may terminate in 
complete disruption. This, of course, is more apt to 
occur if interrupted sutures are used. When a simple 
noneverting continuous technique is used, equaliza- 
tion of tension on the individual sutures occurs readily. 
Even if the simple interrupted technique is employed, 
the laceration produced as a result of pressure necrosis 
will be linear rather than transverse, and therefore 
progressive healing is apt to take place. The linear 
laceration will stop as soon as the tension on the 
individual sutures become equalized. These considera- 
tions suggest that the mattress suture technique, 
Particularly if it is interrupted, should be avoided 
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unless the surgeon is an unusually capable technician. 
The fact that 35.2 per cent of all postoperative fatali- 
ties are due to hemorrhage at the time of surgery or 
due to disruption of the suture emphasizes that sur- 
gical repair of coarctation of the aorta is associated 
with certain technical problems which are unique to 
this procedure alone and which can be mastered only 
by unusually good surgical technique plus actual 
clinical experience. The importance of this concept is 
emphasized by the experience of Gross who reported 
15 fatalities in his first 100 cases and only 2 in his 
next 100. Also, Clagett and Jampolis reported a mor- 
tality rate of 7.1 per cent in 70 cases, followed by 55 
cases in which there was no mortality. Therefore, if 
we hope to avoid unnecessary serious complications 
or fatalities the total number of surgeons who operate 
upon these cases should be kept as small as is reason- 
able and practical and the quality of their technical 
ability kept as high as possible. 


RESULTS OF SURGERY 


Normal blood pressure readings were present in 72 
per cent of the survivors. The blood pressure was 
reduced, but not to a normal level, in 23 per cent. 
Hypertension persisted in only 4.7 per cent of the 
entire group. As expected, the improvement was less 
striking in the younger and older patients. The de- 
creased incidence of complete relief in the younger 
age group may well be explained by the fact that 
many surgeons indicated their preference for inter- 
rupted mattress sutures in smaller children with the 
hope that this technique would favor growth of the 
anastomosis. However, the constricting effect of this 
method may be so great, relatively speaking, that 
significant obstruction may persist postoperatively in 
these small vessels. In 1,405 survivors the general 
clinical result was evaluated as being satisfactory in 
96.3 per cent and unsatisfactory in 3.6 per cent. The 
concensus seemed clear that the results in the group 
treated by subclavian aortic anastomosis were far 
below average and that this technique should be 
avoided if possible. The use of the subclavian artery, 
which is usually grossly dilated, as an autograft is 
recommended as being preferable to rotation of the 
vessel downward according to the standard technique 
introduced clinically by Clagett. 

—Allan D. Callow, M.D. 


Conservation of Active Contraction in Lypholized 
Arterial Segments (Conservation de l’activité con- 
tractile de segments artériels lyophilisés). CLAUDE 
Massé, X. SERVANTIE, J. J. Larticue, and Y. Tajan. 
Bordeaux chir., 1957, p. 28. 


THE REPORTED study extends the previous work per- 
formed by the authors who demonstrate that arteries 
frozen at very low temperatures maintain their ability 
to contract in response to epinephrine. Eleven 
lyophilized arteries were studied. All but one of these 
vessels showed histologic evidence of injury after 
reconstitution; in some cases the injury was very 
severe. This evidence included a tendency toward a 
homogeneous appearance, vacuolization, and pyknosis 
of the nuclei, and in 2 cases a complete reversal of 
the normal vascular architecture. To the surprise of 
the authors, all these vessels showed an excellent 











contractile response to epinephrine after reconstitu- 
tion. —Robert S. Shaw, M.D. 


Conservation of Active Contraction in Arterial Seg- 
ments Frozen at Very Low Temperature (Conserva- 
tion de l’activité contractile de segments artériels con- 
gelés 4 trés basse température). CLAuDE Massfé, X. 
SERVANTIE, J. J. LarticuE, and Y. Tajan. Bordeaux 
chit, 1957, \p. 23. 


IT HAS LONG BEEN KNOWN that insect eggs, seeds, and 
bacteria will survive freezing. More recent work has 
shown survival after freezing of a large number of 
organisms such as algaes, lichens and mosses, certain 
embryonic tissue, spermatazoa, and red blood cells. 
All these experiences, however, have involved small 
organisms or isolated cellular elements. More compli- 
cated living structures are thought to die because of 
mechanical deformation from ice crystal formation, 
concentration of solutions within the tissue, or from 
the direct action of cold. Arteries, in particular, have 
been generally thought to be nonviable on freezing. 

The authors describe 34 experiments involving the 
freezing of live human and dog arteries and the testing 
of viability after thawing by histologic examination 
and by examination of the arteries’ ability to contract 
in response to epinephrine. Tissues were frozen as they 
were or were incubated at 4 degrees C. in either white 
of egg, white of egg with sodium citrate and glycerin, 
serum, pure glycerin, or glycerin diluted 2 or 3 times. 
The tissues were kept frozen for from 2 hours to 60 
days and were stored at temperatures of —25 degrees 
C., —40 degrees C., — 80 degrees C., or — 190 degrees 
C. The duration of storage appeared to have little effect 
on the performance and appearance of the vessels. No 
contraction was observed in vessels stored without in- 
cubation in a special medium at temperatures of —25 
and —40 degrees. Such vessels did show contraction 
in response to adrenalin after storage at —80 and 
—190 degrees. All vessels stored after incubation in 
special media showed active contraction with epine- 
phrine following thawing. Contraction was minimal 
in those vessels stored in serum, slightly better in those 
stored in white of egg, and good in those stored in media 
containing glycerin in various concentrations. The his- 
tologic derangements observed roughly paralleled the 
degree of contractility. 

The authors have demonstrated that arteries will 
live through freezing at low temperatures, at least in 
the sense that they will demonstrate their characteris- 
tic contractions in response to epinephrine. 

— Robert S. Shaw, M.D. 


Arteriography and the Obliterative Arteriopathies 
of the Lower Limbs (L’arteriografia e la malattia 
obliterante degli arti inferiori). B. FRaNcHt1, C, S1uin- 
GARDI, and A, CaFrarRA. Fracastoro, 1956, 49: 395. 


UNDER THE NAME Of obliterative arteriopathies are 
grouped all the conditions leading to occlusion of the 
arteries from within. 

The authors have studied the relationship between 
arteriography and obliterative arteriopathies of the 
lower limbs. The forms of arteriopathy considered 
were embolism and thrombosis, acute obliterative 
thromboarteritis, thrombosis following arteriosclero- 
sis, obliterative thromboangiitis (Buerger’s disease), 
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periarteritis nodosa (Kussmaul’s disease), luetic 
thromboarteritis, and diabetic thromboarteritis. 

Arteriography is the only study of importance for 
the diagnosis of occlusion and determination of its 
extension and of the collateral circulation, thermom- 
etry, oscillometry, and oscillography may suggest the 
diagnosis and immediate prognosis. 

The technique consisted of the injection 10 to 15 
c.c., of “pielosil” 35 per cent, at the rate of 3 c.c. per 
second. 

The pathological findings were classified in five 
categories: 

1. Complete or partial modification of the caliber 
of the vessels. The arteriosclerosis showed segmental, 
more than generalized, obstructions as in thrombo- 
angiitis. 

2. Changes in the walls of the vessels: atheromatous 
plaques, clawings, ring stenosis, calcifications, the 
pathognomonic changes of the atherosclerosis. 

3. Occlusions: convexity of the proximal surface of 
the thrombus; if recent, the concavity was organized. 

4. The presence and extension of collateral circula- 
tion. 

5. Modification of the circulation time and of the 
tonicity of the vessel walls. 

The conclusion reached was essentially that espe- 
cially in cases in which the clinical signs and symp- 
toms leave some possibility of doubt concerning the 
nature of the arteriopathy, arteriographic study will 
reveal documented evidence for a diagnosis of the 
nature and extension of the process. 

—Sergio V. Proserpi, M.D. 


Clinical Behavior and Operative Management of 
Popliteal Aneurysms. JERE W. Lorp, Jr. 7. Am. M. 
Ass., 1957, 163: 1102. 


SINCE THE POPLITEAL SPACE is not routinely examined 
by physician or patient, an asymptomatic popliteal 
aneurysm frequently is not noticed until a serious 
complication draws attention to it. Simple palpation 
of the area provides enough information to diagnose an 
uncomplicated aneurysm, and surgical correction is 
always indicated unless there is a strong contraindica- 
tion to surgery. 

The least hazardous complication that may call 
attention to a popliteal aneurysm is pain in the leg 
and foot due to pressure on the tibial and peroneal 
nerves. Pressure may also partially occlude the popliteal 
vein and cause edema of the foot, or produce actual 
thrombosis or thrombophlebitis of the vein distally. 

A third complication, often disastrous, is massive 
thrombosis within the aneurysm. The more sudden 
the development of this complication, the greater the 
likelihood of grave ischemic changes due to the sudden 
loss of the normal arterial flow. Prompt surgical attack 
on the aneurysm is essential with this complication 
since the incidence of amputation is high. 

Rupture of the aneurysm occurs suddenly and often 
leads to death. Prompt surgical intervention is impera- 
tive, although the procedure is much more difficult 
than in an elective operation. 

Pieces of the thrombus lining the aneurysm may 
break off and cause embolic occlusion of the distal 
arteries, sometimes causing gangrene of the foot or 
toes. 
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Sixteen cases of popliteal aneurysms in 13 patients 
are reviewed. In only two of these patients were the 
aneurysms discovered and operated upon prior to the 
development of one of the above complications. In 
both of these patients there had been a serious com- 
plication in an aneurysm of the opposite limb to draw 
attention to the condition. Amputation was required 
in only 1 patient in whom emboli had occluded the 
tibial and peroneal vessels and there was impending 
gangrene of the entire foot on admission to the hospital. 
- Although excision of the aneurysm with restoration 
of continuity by grafting is the currently popular pro- 
cedure, this treatment was used in only 4 of the pa- 
tients in this series; an autologous vein graft was used 
in each instance. This procedure is recommended for 
patients who are good operative risks and have a 
palpable distal pulse. 

A more widely applicable method is Matas’ his- 
torically famous obliterative endoaneurysmorrhaphy, 
utilized in the remaining 12 cases. This technique is 
chosen particularly for patients who are poor operative 
risks and do not have a palpable distal pulse. In this 
procedure, the aneurysm is exposed with as little free- 
ing of the adjacent tissues as possible. The aneurysm is 
opened under tourniquet hemostasis, and all orifices 
into the main vessel are closed from within the aneu- 
rysm with interrupted nonabsorbable sutures. A soft 
rubber drain is left in the aneurysm, and the rest of the 
tissues are closed. Ambulation is started a week later. 

Lumbar sympathectomy is carried out only if the 
foot is cyanotic and cool after the definitive aneurysmal 
surgery. —Stanley W. Tuell, M.D. 


Operative Treatment of Sudden Occlusions of the 
Popliteal Artery. BRookE Roserts and CHARLES 
Davis. Ann. Surg., 1957, 145: 544. 


SUDDEN occLusIoN of the popliteal artery is tolerated 
poorly; the great majority of patients will develop 
claudication and 25 per cent will have loss of tissue. 
The authors believe that the majority of these pa- 
tients should be subjected to immediate operation, 
although successful procedures have been done much 
later. Popliteal arterial emboli and acute thromboses 
do not always give a characteristic clinical picture; 
in some patients the onset is not painful and the 
patient may notice only some loss of sensation and 
cooling of the foot; the condition may also suggest 
phlebitis because of tenderness in the calf. 

In most cases, arteriography was not done as the 
lesions could be localized without it and its use 
carries a risk of causing further trouble. With the use 
of hypaque sodium, however, the risk is minimal, 
and more arteriography will be used in the future. 
In doing the popliteal arteriotomies, spinal anesthesia 
was used and the patient was placed prone on a table 
tilted into a slightly foot-down position. A curved 
incision was made in the popliteal space; vessel 
clamps were not used on these smaller arteries as they 
are apt to injure the vessel and lead to thrombosis; 
two tapes were placed about the popliteal artery and 
any branches that were present. A one centimeter in- 
cision was made longitudinally over the clot; if the 
distal end of the clot was clearly palpated, heparin 
was injected distal to it and the vessel occluded to 
keep the pieces of the embolus from going distally. 
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When cleared of clot, the proximal portion of the 
vessel was immediately occluded and heparin in- 
jected into it. The distal portion of the clot was then 
removed by grasping it and pulling out as much as 
possible; the clot can often be “milked” out with 
the fingers. When the clot breaks, a polyethylene tube 
of appropriate size with a tightly fitting needle and 
syringe is introduced into the vessel and suction 
applied to remove the pieces of clot. Frequent flushing 
with heparin solution is employed. If proper retro- 
grade flow is not obtained, it may be necessary to 
expose the vessel lower down and inject retrogradely, 
as suggested by Olwin. To close the arteriotomy, a 
simple running suture of #00000 Deknatel was used; 
the popliteal fascia was not closed. The subcutaneous 
tissue and the skin were loosely closed about a small 
rubber drain which was removed in 24 hours. Post- 
operatively, heparin is used to keep the clotting time 
elevated unless there is an associated abdominal 
wound. A series of 7 case reports is included. 
Although the eventual outcome in these 7 patients 
was not uniformly good, it was thought that in no 
instance had the condition of the leg been made worse, 
and 7 of the 8 legs subjected to operation showed 
definite improvement; in no patient who survived 
was there a loss of tissue. Acute popliteal occlusions 
constitute a major threat to the patient’s leg, and a 
surgeon, today, should not be too hesitant in attempt- 
ing to operate on them. The authors believe that the 
results in the patients reported here are better than 
they would have been under the best nonoperative 
management. —Albert M. Schwartz, M.D. 


Congenital Arteriovenous Communication. H. Cat- 
vIN FisHER and Marvin E. JoHNson. Am. Surgeon, 
1957, 23: 112. 


CONGENITAL ARTERIOVENOUS FISTULA frequently is 
not recognized in its earlier phases when it is most 
amenable to surgical correction; continued observa- 
tion and even repeated surgical attacks may be neces- 
sary for a good result. Arteriovenous (A-V) anasto- 
moses normally are found in the skin of the palm of 
the hand, the terminal phalanx of the fingers and toes, 
the nail bed, the skin of the lips, nose, and eyelids, 
and at the tip of the tongue. Abnormal A-V com- 
munications have been found in vascular neoplasms, 
pathologic conditions resulting from injury, and in 
developmental anomalies. During embryonic devel- 
ment the arteries and veins differentiate from a com- 
mon capillary plexus, and it is believed that failure 
of differentiation, failure of closure, or reopening of 
the points of closure are the causes of the lesion. The 
latter situation seems to apply in those cases in which 
the lesion develops after trauma or infection in an 
extremity. 

Certain specific conditions are indicative of con- 
genital A-V communication: varicose veins in an 
upper extremity with or without a wound which does 
not heal; gigantism of a single extremity with vari- 
cose veins, at an early age; enlargement of single, or 
of multiple digits; elongation of an extremity in the 
growing child; hypertrophy of a single muscle group; 
and unexpected gangrene or failure of wound healing 
in an extremity, with or without hemorrhage after 
a usually insignificant injury. Any type of hemangio- 








matous lesion of the skin anywhere should immedi- 
ately raise the question of a possible accompanying 
congenital A-V communication. Pulsation of the mass 
is uncommon, so emphasis is placed on finding a 
tumor which is compressible but refills rapidly with 
release of the pressure. Examination should include 
a search for the following confirmatory findings: ele- 
vation of skin temperature of the area or extremity 
because of the increased vascularity; (bruits or thrills 
in most cases will be absent, because the communica- 
tions are multiple and small, but if present, they are 
very significant; decrease of the pulse rate 4 to 8 
beats per minute upon compression of the main 
artery above the A-V communication, because of 
reduction of the amount of blood escaping through 
the shunt; cardiac enlargement if the volume of 
shunt is great; elevation of the blood pressure and 
increased oscillometric readings in the affected ex- 
tremity; increased growth of hair or increased 
sweating in the affected part; and areas of adjacent 
telangiectasia. 

Certain procedures may be carried out to aid in 
the diagnosis: a roentgenogram may disclose bone 
changes resulting from an invading or adjacent 
lesion; oxygen saturation determinations should be 
made on the venous blood from the area since there 
will be a distinct increase in the presence of an A-V 
communication; arteriography often will demon- 
strate the rapid passage of the media into the venous 
circulation or even the location of a small localized 
communication; venograms made by injecting the 
contrast media into the vessels in the suspected area 
may help to confirm or localize the lesion; plethys- 
mography may show the greatly increased rate of 
blood flow; pulse volume measurement will show an 
increase over the normal extremity; and infrared 
photographs may aid in localizing the lesion. 

The earlier treatment is begun, the better the 
chance of cure or arrest. The preferred treatment is 
surgical excision with ligation and- division of all 
vessels, large and small, entering the area of the lesion, 
except the major arteries. Simple ligation of the 
major artery proximally is not satisfactory and may 
be dangerous in that gangrene of the distal portion of 
the extremity may result. If a direct surgical attack 
cannot be made because of inability to locate the 
communications, then ligation of all the veins in the 
area may be beneficial in arresting the process. As 
the amount of blood lost is always considerably more 
than anticipated, adequate blood must be available 
during the surgical procedure. In utilizing two stages 
the first may be necessary to ligate the superficial 
dilated veins in order that the deep, and usually the 
more important communications, may be ligated 
during the second or third stage. Elevation of the 
local venous pressure, resulting from the ligation of 
all veins within the surgical field, encourages throm- 
bosis, changes the hemodynamics, and presumably 
brings about the closure of many or all of the small 
communications. Ideally, the entire excision of the 
involved structures is most desirable. As communica- 
tions are more localized in infancy, this group re- 
sponds best to surgical treatment. Repeated surgical 
attacks may be necessary because of an extensive 
lesion or the appearance of new communications. 
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Eight illustrative case reports are presented in the 
article. —Albert M. Schwartz, M.D. 


The Strain Obstruction Syndrome of the Femoral 
Vein, Ake Gutimo. Acta radiol., Stockh., 1957, 47: 
119. 


IN THE couRSE of taking phlebograms of the femoral 
vein it was found that straining often led to complete 
venous obstruction at the lacuna vasorum (femoral 
canal). Thirty controls showed no compression of the 
vein. Among 370 legs with venous disorders, straining 
produced total compression in 100. This group had 
the most advanced venous disorders. Lesser degrees of 
disease showed lesser distortions of the venous pattern 
at the inguinal ligament on straining. Only 48 legs 
with clinical venous disorders were judged to show 
fully normal phlebograms. The author proposes that 
laxity of the inguinal tissues permits straining to ob- 
struct the vein intermittently with pressure rise and 
eventual formation of varicosities. 

Of the 100 legs showing compression, 45 had in- 
competent long saphenous veins; and 26 of 34 legs 
previously operated upon presented recurrences. The 
incidence of varicosities in the veins of the soleus 
muscle was also higher in this group. In 145 of 223 
legs with an obstructive tendency, there were in- 
competent communicating veins of the lower leg. 

In 15 cases Cooper’s ligament hernioplasty was 
done, even when no true hernia was present, in an 
attempt to correct the “laxity” of the transversalis 
fascia in the posterior inguinal wall and thereby in- 
sure free passage in the femoral vein. The results are 
described as “encouraging,” but no details are given 
beyond the phlebograms of 2 patients taken after 
operation. — Hermes C. Grillo, M.D. 


Adductor Canal Thrombosis. GzEorcE R. Duntop and 
Ropricuez Santos. NV. England 7. M., 1957, 256: 57. 


THROUGH THE USE of routine arteriography for study 
of arterial insufficiency of the lower extremities it has 
been observed that thromboses of the superficial fem- 
oral artery most often occur in the adductor canal. At 
the Memorial Hospital in Worcester, Massachusetts, 
76 per cent of the obstructions of the superficial fem- 
oral artery occurred at this level. 

Observations made at operation include the fact 
that the adductor fascia is often found to be drawn like 
a bowstring obliquely across the artery at the upper 
edge of the canal. This is the usual site for early 
atheromatous changes. It is believed that a periar- 
teritis starts here and proceeds through the vessel wall 
into the intima. This observation was reported by 
Palma in 1950, and he succeeded in producing the 
lesion artificially in the dog. 

As the inflammatory reaction proceeds, the vessel 
becomes thrombosed and the thrombus propagates 
proximally, stopping just below a large collateral ves- 
sel. In later life, when diffuse sclerosis is more prom- 
inent, the thrombus may propagate more rapidly and 
symptoms of severe ischemia develop. 

By studying the uninvolved leg in persons with 
unilateral thrombosis of the superficial femoral artery, 
it has been possible to discover all stages of the process. 
There are patients who present only an indentation of 
the vessel wall, others show a threadlike lumen, and 
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others show a short thrombus. In those with a throm- 
bus, it has been possible to demonstrate a thrombus as 
short as 1 centimeter and as long as from the lower end 
of the adductor canal to the branching of the profunda 
femoris artery. 

The authors believe that trauma and fixation lead 
to atheromatous changes. In this location in the adduc- 
tor canal, one finds both. 

In the treatment of this lesion, Palma has shown 
that the mere excision of the thrombosed segment 
may lead to improvement of the peripheral circula- 
tion. Clinical observations have led to the conclusion 
that unroofing the adductor canal and mobilizing the 
femoral artery may be of great value in restoring 
circulation to the compromised extremity. 

Seven patients were operated upon with the above 
observations in mind. When the obstruction was not 
complete, the results were dramatic. When the ob- 
struction was complete and the local area resected, 
pulsation occurred at both ends of the resection. The 
results in 6 of the 7 patients were gratifying. 

The authors believe that if these observations are 
accurate, the adductor canal should be unroofed and 
the thrombosed segment excised even though an end- 
to-side bypass graft is used. In this way the patient 
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may experience improvement even though the graft 
fails to function. The technique of arteriography is 
discussed. —john 7. Bergan, M.D. 


RETICULOENDOTHELIAL SYSTEM 


The Treatment of Angiomas. Freperick A. Fic1 and 
Rosert W. O’Brien. Plastic & Reconstr. Surg., 1956, 
18: 448. 


Anciomas lie in an ill-defined zone between new 
growths and congenital anomalies and almost invaria- 
bly they are benign in their clinical behavior. Accord- 
ingly, it is important that nothing be done therapeu- 
tically which might produce complications of a graver 
nature than the original lesion. 

When feasible, surgical excision of both capillary 
and cavernous hemangiomas is being resorted to more 
and more, as it is safer, produces fewer complications 
than do other methods of treatment, and gives satis- 
factory cosmetic results. When irradiation is used, ex- 
treme care must be taken in evaluating the dosage. 
Cavernous hemangiomas whose situation and extent 
render excision inadvisable are best treated by means 
of injection of sclerosing solutions or electrocoagulation 
or a combination of these methods. 








SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Irradiation Injuries, Acute and Chronic, and Seque- 
lae. W. BRANDON Macomser, Mark K. H. Wana, 
Joun C. Trasue and REINHOLD KanzLer. Plastic © 
Reconstr. Surg., 1957, 19: 9. 


Tue CAsEs of 79 patients who have been treated for 
irradiation injury during the past 10 years are re- 
ported. Unfortunately, the incidence of irradiation 
injury has not decreased as knowledge of the proper 
use of irradiation has increased. The most common 
causes of irradiation injury in this series were the treat- 
ment of benign skin tumors, such as hemangiomas or 
nevi (38 per cent), chronic dermatological conditions 
such as acne (24 per cent), and the removal of super- 
fluous hair around the lips in women patients (14 per 
cent). The treatment of deep-seated malignant tumors 
accounted for 14 per cent of this series of patients. 
Cumulative radiation exposure accounted for 3.8 per 
cent of the physicians with hand injury and for 2 per 
cent of the other patients. 

Pathologic changes within the tissues varied with the 
amount of radiation, the speed of absorption, and the 
relative irradiation sensitivity of the tissue. The basic 
cell reaction is that of ionization, water being broken 
down into hydrogen and oxygen ions. Oxidation 
processes of the cells cease, enzyme systems are in- 
activated, and the genetic apparatus in the cell nu- 
cleus is damaged as evidenced by coagulation of the 
chromatin and the disintegration of the cell nuclei. 

The acute form of radiodermatitis, which fortu- 
nately is rare and occurs only after a single massive 
dose of radiation, is manifested clinically by erythema 
and epilation. In addition to the cellular changes 
previously described, there is a reduction of intra- 
cellular cement substance, edema, and dilatation of 
the vessels. This syndrome is usually associated with a 
deep, boring pain, and the skin turns white and sloughs, 
leaving a foul, grayish ulcer. 

Chronic radiodermatitis is the most common sequela 
to irradiation injury. The onset following radiation 
may vary from 1 to 20 years or more. These lesions 
are seen chiefly in the epithelium. The stratum germi- 
nativatum and the basal cell layer, which are very 
sensitive to x-ray, become very thin and atrophic with 
almost complete obliteration of the rete pegs. Hair 
follicles, sweat glands, and sebaceous glands are highly 
sensitive, and their atrophy is responsible for the clini- 
cal appearance of epilation, scaling, and dryness of the 
skin. The blood vessels undergo changes manifested by 
epithelial proliferation and thickening, and later by 
occlusion or thrombosis of the vessel. 

Malignant change following chronic radiodermatitis 
is unfortunately common, and the incidence ranges 
from 10 per cent to as high as 30 per cent in various 
series of cases. The usual form of malignant change 
is the squamous cell type, but basal cell epithelioma, 
although less frequent, is not uncommon, while sar- 
coma is rare. 








Retardation of growth occurs because growing cells 
are more radiosensitive than adult cells. Warren found 
the dose of radiation damaging to the bones in in- 
fants and children has been variously estimated at be- 
tween 25 and 50 per cent of an erythema dose for an 
adult. 

The cartilage cells of the epiphysis of the long bones 
are highly sensitive to irradiation, while hyalin car- 
tilage and osteoblasts are relatively resistant. Follow- 
ing a minimal radiation dose, regeneration of the 
epiphysial cartilage may occur, but after a heavy 
dose growth is markedly slow or may cease altogether. 
Clinically, the affected bone shows various degrees of 
shortening as the child grows. 

The most commonly affected membranous bones 
are the facial bones, chiefly the maxilla and mandible. 
The exact location and numbers of centers of ossifica- 
tion of the maxilla are unknown. Radiation injury 
prior to 4 years of age causes retardation of growth 
of the maxilla and a disturbance of the relationships 
which make up the normal adult pattern. 

Irradiation injury to the mandible, which under- 
goes various changes in growth and position through 
at least the first 4 years of life, may cause shortening, 
retrusion, and narrowing of the bones. 

The odontoblast is a very radiosensitive cell and 
irradiation injury early in life may seriously retard 
the eruption of the permanent teeth and predispose 
to caries formation. 

The treatment of irradiation injury is surgical. This 
implies complete extirpation of the diseased tissue and 
immediate coverage of the resultant wound, usually 
by means of a free skin graft or a pedicled flap. The 
treatment of acute radiodermatitis with its infection, 
sloughing tissue, and severe pain constitutes a surgical 
emergency. The underlying granulation tissue appears 
grayish and unhealthy and will usually refuse to take 
a split-thickness skin graft. Radical surgical excision 
followed by immediate coverage with a pedicled flap 
provides the only sure method of cure. 

The tissues involved in a chronic radiodermatitis 
usually have an adequate vascular supply and will take 
a free split-thickness skin graft. If the cosmetic result 
is important and the area is relatively small, a free 
full-thickness skin graft can usually be applied success- 
fully. Theoretically, all chronic radiodermatitis may 
go on to malignant change if given sufficient time. 
However, the superficial lesions showing few telangi- 
ectases and mild atrophy of the skin, with no evidence 
of hyperkeratosis or scaling, need only be watched. 

It is imperative that lesions showing malignant 
change be treated radically, since epitheliomas sec- 
ondary to chronic radiodermatitis are often multi- 
centric and scattered over a wide area. Only a single 
lesion may be detected at the time of examination, 
but the entire diseased area should be excised and 
replaced with normal skin. It is usually not necessary 
to carry out dissection of the regional lymph nodes. 
In general, these areas can be covered by a free split- 
thickness skin graft immediately, but in some instances 
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a pedicled flap is the method of choice. The indica- 
tions are: (1) when the base of the surgical defect is 
lined by bony or dense fibrous structure such as dense 
fascia; (2) when a joint cavity, a fistula defect, or 
other vital structure, such as tendons or nerves, are 
exposed in the defect; and (3) when a bulky tissue is 
needed to maintain the function of a mobile and 
contractile structure such as the lip. 

When possible, a local pedicled flap should be used 
to permit one-stage completion of the procedure and 
avoid delay in the excision of the lesion. 

Deformities due to the retardation of growth sec- 
ondary to irradiation injury in childhood may not be 
possible of correction by surgery. Shortening of a limb 
secondary to radiation of a growth center is permanent 
and incurable. — John H. Davis, M.D. 


The Thenar Flap. Aprian E. Fuiatt. 7. Bone Surg., 
1957, 39-B: 80. 


THE AUTHOR believes that for fingers bereft of skin 
and pulp at the terminal phalanx, but with the major 
part of the nail and bone intact, the so-called thenar 
flap is indicated. He has “‘yet to have an ungrateful 
patient.” 

The flap is raised, its length no more than twice 
its base, on that area of the thenar eminence where 
all the finger tips touch when individually flexed. 
The palmar defect and proximal portion of the flap 
is covered by means of a split-thickness graft taken 
from the forearm. The flap is sutured at the end by 
passing the sutures through the nail, but only loosely 
at the sides, so that longitudinal blood vessels are not 
occluded. The finger is immobilized and the dressing 
is changed each fourth day. On the fourteenth day 
the base is severed and the flap sutured into place. 
The sutures are removed on the seventh to tenth day 
after separation of the flap. 

The most important things to do are: (1) to place 
the donor site upon the thenar eminence, and not 
elsewhere; (2) to close the palmar donor site with 
grafts instead of sutures as the latter will cause disaster; 
(3) to place the finger so that there is moderate flexion 
of all three joints; and (4) to separate the flap at the 
proper time as premature separation will lead to loss 
of most of the flap, and unnecessary delay will result 
in a stiff finger. — Sheldon Oscar Burman, M.D. 


Simplification of Anal Fistulectomy Based on Surgi- 
cal Anatomic Factors. Guy L. Kratzer. Am. 7. 
Surg., 1957, 93: 851. 


ANORECTAL FISTULAS rarely require complete sev- 
erance of the anorectal ring because practically all 
fistulas originate at the level of the crypts, which lie 
below the bulk of the anorectal ring. These fistulas 
originate in a bacterial infection in the crypts of 

orgagni. This causes an abscess which, in turn, 
burrows to the outside. 

Localization of an abscess may occur below or 
above the levator ani muscles. If it occurs below 
them, the abscess should be classified as ischioanal, 
perineal, posterior levator, or postanal (subsphinc- 
teric). Above the levator, it should be identified as 
cither retrorectal or pelvirectal. 

Endoscopy is necessary to reveal certain submucosal 
abscesses and both primary and secondary openings 
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of fistulas. Palpation will identify the anatomical 
location of the fistula. 

The entire tract of a fistula must be unroofed from 
its origin in a crypt to its opening outside. A probe 
is used to mark the course of the tract and a second 
one may be necessary if the tract branches. Those due 
to pelvic abscess, ulcerative colitis, or tuberculosis 
require special treatment. 

Fistulas in which a primary opening is not found 
require drainage of the abscess and excision of the 
crypts in the quadrant of the anal canal, in which one 
would expect to find the primary opening. 

— Ernest Bloomenthal, M.D. 


Postoperative Brachial Paralysis (Paralisis braquial 
postoperatoria). A. Mons6 CuniLt. An. med., Barcel., 
1956, 42: 295. 


A case of postoperative brachial paralysis in a 46 year 
old woman is presented. The patient was subjected to 
an abdominal hysterectomy. During the procedure, 
the right arm escaped the wrist guards and fell almost 
to the floor level. Following this, she was placed in 
the Trendelenburg position and remained so for 2 
hours. 

Following the operation, the patient complained of 
pain in her right arm and the following day she was 
found to have almost total paralysis of this arm. She 
retained the power to flex the three first fingers and 
could oppose the thumb, index, and third fingers. 

Following therapy with vitamin B, strychnine, and 
electrotherapy, full recuperation occurred at the end 
of 3.5 months. 

The anatomy of the brachial plexus is described. 
This conforms to the standard descriptions in text- 
books of anatomy. 

Many mechanisms have been postulated to explain 
postoperative brachial palsy. The theory of toxic ac- 
tion of narcotics has been proposed but not upheld. A 
theory first proposed by Horsley is an example of the 
mechanical explanations of brachial palsy. Horsley 
says that the plexus is fixed at either end by the pre- 
vertebral and the axillary fascia. A separation of these 
two points puts the plexus on stretch. This results in 
reversible damage to the nerves. 

Other mechanical theories in general implicate 
lengthening of the plexus or pressure on it from above 
by inadequate padding of the shoulder braces. The 
latter effect is emphasized by the use of the muscle 
relaxants which remove the protective effect of the 
trapezius muscle and make the brachial plexus more 
vulnerable to pressure from above. 

It is thought that the presence of a cervical rib or of 
hypertrophy of the scalenus muscles may cause pres- 
sure on the plexus. Patients with these lesions will, 
on close questioning, have had symptoms referable to 
the brachial plexus preoperatively. 

Whatever the cause of postoperative brachial paral- 
ysis, it is certain that it occurs more frequently in 
women and especially in those who undergo gyneco- 
logic operations in the Trendelenburg position with 
or without the arm in the abducted position. 

Total brachial palsy is characterized by a flaccid 
paralysis of the shoulder girdle and the upper extrem- 
ity. There is total anesthesia except on the inner sur- 
face of the upper arm as this area is supplied by the 
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upper thoracic nerves. If the lesion includes the sym- 
pathetic communications of the first dorsal root, 
Horner’s syndrome supervenes. 

A more common paralysis is the partial palsy in- 
volving one or more of the primary trunks. Paralysis 
of the upper trunk is called the Duchenne-Erb type, 
while that of the lower trunk is known as the Dejerine- 
Klumpke type. The former is the more common and 
involves the innervation of the deltoid, biceps, 
anterior brachial, and the brachioradialis muscles as 
well as the sensation to Erb’s point. 

A lesion of the lower trunk causes paralysis of the 
flexors of the fingers, the hypothenar eminence, the 
interossei, and the lumbrical muscles. The anesthesia 
is confined to the medial aspect of the forearm. 

A pure lesion of the middle trunk is rare. Post- 
operative brachial palsy is fortunately not a common 
lesion, although it carries a favorable prognosis. Al- 
most all of the patients have a full return of function 
even though the morbidity may be long. 

Prophylaxis is most important in protecting pa- 
tients from this unfortunate complication. The least 
amount of the Trendelenburg position compatible 
with good surgical exposure should be used. Shoulder 
braces should be well padded. If the arm is placed in 
abduction, the degree of abduction should be the 
least possible. 

Treatment of the lesion is symptomatic with em- 
phasis on mobilization in order to prevent ankylosis 
of the joints. —John J. Bergan, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Changes of Eosinophile Counts in Burns (Les varia- 
tions de l’éosinophilie sanguine chez les brilés). A. 
MonsalncEoNn, M. Bourgau, and S. Couturier. 7. 
chir., Par.; 1957, 733.273. 


THE SUPPORTIVE TREATMENT Of severe burns with cor- 
tisone and ACTH, introduced in the past 10 years, 
can be evaluated by changes in the eosinophil level 
of the peripheral blood. The criteria of adrenal re- 
sponse in burns was as follows: (1) decrease of eosin- 
ophils—good response of the adrenal gland, (2) dis- 
appearance of eosinophils—maximum response of the 
adrenal gland, and (3) increase of eosinophils—no 
response of the adrenal gland. 

The authors used Kandolph’s method of eosinophil 
estimation, expressing the counts as total eosinophils 
per cubic millimeter and per hundred white blood 
cells. The count was always taken by the same 
individual and the blood was drawn at the same hour 
of the day. After tabulation the eosinophil level was 
compared to the clinical status of the patient, the 
healing of the burned area, and the 17-ketosteroid 
(17-KS) and 11 oxysteroid (11-OS) excretions. 

The initial response was characterized by an eosin- 
openia independent of the gravity of the lesion, and 
this was a constant finding in the first 1 to 7 hours. 
Only severe burns exhibited about zero levels at 48 
hours. Early secondary eosinophil elevation was seen 
in cases in which the patient’s tolerance to the initial 
injury was adequate as exhibited by the clinical 
status. Although even in severe injuries an eventual 
increase of eosinophils was observed, the benign cases 





showed the earliest rise, while severe burns, in general, 
showed a delayed response. Secondary transitory 
eosinopenia during the usual eosincytotic stage was 
commonly observed at times of grafting or anesthesia, 
and if followed by an increase of eosinophils did not 
present a poor prognosis. A prolonged drop of eosin- 
ophils always meant a complication such as an infec- 
tious process. 

The initial eosinopenia is due to the same mecha- 
nism as that following surgery or the injection of 
ACTH in normal individuals. This was confirmed by 
the analysis of 11-OS excretion. Although the authors 
have no sufficient statistical data on this point, an 
early secondary increase of eosinophils in some pa- 
tients was accompanied by a minimal excretion of 
11-OS. The 17-KS remained at a low level. In 6 cases 
of chronic eosinopenia, the 17-KS were decreased and 
the 11-OS slightly increased; in several patients the 
17-KS remained low and the 11-OS increased mark- 
edly with no corresponding decrease of eosinphils. 
The eosinophil response in this chronic stress situation 
with persistent eosinopenia was studied after ACTH 
administration; no significant change of the eosin- 
ophil level and the steroid urinary excretion was 
observed. 

When the eosinopenic state was followed by per- 
sistent eosinophilia at the stage of cicatrization and 
when a good take of the grafts occurred, the 17-KS 
excretion was a low normal, but higher than during 
the eosinopenic periods; the 11-OS were excreted in 
high or low high levels. After grafting procedures, a 
constant eosinopenia with an 11-OS increase was 
noted. Administration of ACTH at this stage did not 
give a response comparable to the Thorn test in nor- 
mal individuals. In a normal individual, repeated 
administration of ACTH will cause eosinopenia; in 
the burned patient during the eosinophil phase, only 
temporary eosinopenias with rebounds are noted. 
Eosinophilia in burns follows a long phase of chronic 
hypercorticism and is a sign of convalescence of the 
patient. —Karel B. Absolon, M.D. 


Prevention of Infection in Surgical Wounds, Ratu 
Apams. NV. England 7. M., 1957, 256: 625. 


Wounp INFECTION has proved to be one of the most 
difficult surgical problems of the last decade. When 
the creditable record of 7 infections among 1,740 
operations broke down and the ratio became 8 in- 
fections among 603 operations, a critical analysis of 
the procedures was undertaken. 

The direct contact sources of contamination, the 
indirect contact sources, ward contamination, and 
the use of antibiotics were studied. 

Among the direct sources of contamination, the 
elements subjected to high pressure sterilization were 
quickly found to be free of incrimination. Not so was 
the method of skin preparation. The skin preparation 
was changed to a 10 minute, timed scrubbing of the 
skin with antiseptic soap and water. This was found 
to produce a nearly sterile incision site and was much 
more effective than any other method tried. 

A hand preparation was adopted which allowed the 
surgeon, assistants, and personnel to cleanse their 
hands so that no growth was obtained from cultures 
taken on 5 successive days. 
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Studies on air contamination were carried out 
which showed that air contamination was a direct 
result of respiration by patients and operating suite 
personnel. These studies showed further that essen- 
tially sterile air delivered to the rooms became uni- 
formly contaminated by the personnel within the 
room. These tests led to the adoption of a double- 
masking technique for all personnel with an hourly 
mask change. It was also found that the use of ultra- 
violet light led to decreased bacterial counts in one 
operating room. 

A standard practice was adopted for dressing 
changes in which all nurses and doctors were to wear 
a cap and mask while changing dressings. Special 
techniques were followed for the disposal of dressings 
and special precautions were taken to prevent cross 
contamination and cross infection. 

The prophylactic use of antibiotics was abandoned 
following the discovery that the 7 infections that ap- 
peared within a week were all resistant to penicillin. 
It is believed that antibiotic therapy should be used 
primarily as a supportive measure in the control of 
infections and not as prophylaxis. 

— John 7. Bergan, M.D. 


The Prevention of Traumatic Tetanus; Serum and 
Anatoxin Inoculation (Zur Verhuetung der Wund- 
starrkrampfes; die Serum- und die Anatoxinimpfung). 
G. Ramon. Chirurg, 1957, 28: 1. 


Tue suBjecT of serovaccination for the prevention of 
traumatic tetanus was presented by F. MGrl at the 
Congress of Surgeons in Munich in 1956. A brief 
review of the results obtained by this method since 
1926 appears to confirm the efficacy of this method in 
providing active, adequate, and lasting immunity. 

In the hitherto untreated patient, simultaneous 
injection of serum and anatoxin will provide un- 
interrupted passive immunity by means of the tetanus 
serum and active immunity by means of the succeed- 
ing injections of anatoxin, with no intervening break. 
The active immunity develops without delay following 
the passive immunity when a suitable antigen value of 
anatoxin is provided. As the passive immunity di- 
minishes, the active immunity provided by the ana- 
toxin becomes increasingly manifest. It is emphasized 
that the method involves the simultaneous injections 
of antitoxins and tetanus anatoxins followed by ana- 
toxin injections only. 

A series of patients who had been injured but had 
not previously received inoculations were subjected 
to serum-anatoxin inoculation. Two weeks after the 
simultaneous injection of anatoxin and serum, the 
patients were given a second injection of 2 c.c. of 
anatoxin, and after 2 or 3 weeks thereafter, were 
given a third injection of 2 c.c. of anatoxin. No ill 
effects were noted. 

However, as emphasized, the actual solution of the 
problem of prevention of traumatic tetanus must 
await systematic vaccination with anatoxin alone or 
combined with other vaccines, (tetanus and diph- 
theria, tetanus and typhus and paratyphus, tetanus, 
diphtheria, and whooping oman as suggested by the 
author in 1926. These combined vaccinations have 
been used in many millions of subjects in various 
countries with good results. 
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Mérl stated that he had not found it possible to 
provide active basic tetanus immunity to newborn 
infants by inoculation of the mother during preg- 
nancy. He could, however, protect the newborn 
infant against tetanus for the period preceding des- 
quamation of the umbilical cord by antibodies pro- 
vided by the mother prior to birth of the infant. 

In 1927, the author demonstrated that antitetanus 
immunity of a mother inoculated with tetanus ana- 
toxin was transmitted to the infant, who was thus 
provided with a passive immunity by the passage 
of the maternal antitoxin through the placenta, an 
immunity that lasted 2 months. 

Itis emphasized that in some countries the mortality 
from traumatic tetanus is higher than that of other 
diseases, such as poliomyelitis. Two methods for pre- 
venting this dreaded complication are available, 
namely, 

1. The treatment of hitherto uninoculated injured 
subjects with simultaneous injections of serum and 
anatoxin followed at intervals of 14 days to 3 weeks 
by two or more injections of anatoxin. The serum- 
anatoxin inoculation in hitherto uninoculated pa- 
tients will produce passive immunity by the serum 
and active immunity by the anatoxin. 

2. Routine inoculation with tetanus anatoxin will 
solve the problem of traumatic tetanus prophylaxis 
in the civil population as it did in the army in World 
War II. Such a procedure has already been advocated 
by many physicians in several countries and could 
easily be achieved by means of combined vaccinations. 

—Edith Schanche Moore. 


Advances in Active Protective Inoculation Against 
Tetanus (Fortschritte der aktiven Tetanus-Schutz- 
impfung). A. Hisner. Chirurg, 1957, 28: 3. 


INTERNATIONAL MORTALITY STATISTICS show tetanus to 
be the fourth greatest cause of death, a fact that in- 
dicates an imperative need for protection of the public. 
Basic immunization of the noninjured is the goal 
sought. At present, active immunization of noninocu- 
lated injured subjects is strongly recommended. Ra- 
mon has recommended the simultaneous administra- 
tion of serum and anatoxin. This method is also 
recommended by Regamey, followed by three inocu- 
lations of a nonadsorbed toxoid or an aluminum 
adsorbate toxoid such as tetanol or tetatoxoid. The 
need for a refresher inoculation following the simul- 
taneous injection of serum and anatoxin has been 
demonstrated. Whereas in uninjured subjects two 
inoculations at intervals of 4 weeks appear to con- 
stitute a safe preventive of tetanus, in uninoculated 
injured patients simultaneous inoculation (of from 
1,500 to 3,000 I.U. of serum and 0.5 c.c. of vaccine) 
followed by a second inoculation after 16 to 18 days, 
and a third, 2 to 3 months after the first inocula- 
tion, are recommended. 

Active inoculation against tetanus is already in use 
in several countries, and is furnished both by private 
physicians and health departments. The conviction is 
growing that tetanus must be attacked prophylactically 
as well as therapeutically. Problems as to whether 
such inoculations should be required by law or be 
placed on a voluntary basis have still to be solved. 
It is believed that proper instruction of the public 





will suffice, and that the Board of Health should 
extend financial support. The cost of treatment of 
tetanus is far greater than that of the inoculation for 
its prevention. The sums paid to workmen in com- 
pensation for tetanus would cover the cost of 25 to 
nearly 40 thousand inoculations. 

Considering the increasing number of accidental 
injuries, preventive medicine must be included in 
general social health insurance. Protective immuniza- 
tion of the public as a whole can be accomplished 
only with governmental aid. Tetanus has been de- 
scribed as the most dreadful of all wound diseases. 
Surgeons and physicians agree that general inocula- 
tion would require the greatest co-operation between 
the state and private medical practice. It isemphasized 
that the simultaneously administered serum and vac- 
cine should be injected into different lymphatic areas, 
preferably on opposite sides of the body, to avoid the 
possibility of mutual neutralization. 

— Edith Schanche Moore. 


Penicillin in the Treatment of Lactational Breast 
Abscess. L. R. De Jove. Lancet, Lond., 1957, 1: 560. 


THE HIGH HOPES of controlling lactational breast abs- 
cess by the administration of antibiotics have not 
been realized. 

One hundred consecutive cases of breast abscess 
treated at the London Hospital were analyzed. Of 
these 68 were in lactating women; 35 had been de- 
livered in the hospital and 33 at home. The interval 
elapsing between delivery and the onset of the breast 
abscess varied from 1 week to 6 months, but the great 
majority occurred from the third to the fifth week. 
Thus most of the abscesses developed after the pa- 
tient had left the hospital and was under the care of a 
private physician. 

In 64 cases, Staphylococcus pyogenes was grown in 
culture. In those delivered in the hospital, 90 per cent 
of the staphylococci cultured were resistant to peni- 
cillin, and of those delivered at home, 71 per cent 
were resistant. 

Forty-eight patients were treated with antibiotics 
before incision of the abscess was made and 20 were 
not. Penicillin was used in 44 cases, but in 8 cases 
another antibiotic, usually aureomycin, was added. 
Two criteria were used to assess the effect of penicillin 
on the course of the illness: the total duration of the 
illness from the first symptom to final healing, and 
the number of incisions necessary before healing. 

In the 20 patients not treated with antibiotics be- 
fore drainage, the healing time was 3 to 9 weeks and 
the average number of incisions was 1. In 40 patients 
with penicillin-resistant organisms who were treated 
with penicillin, the healing time was 3 to 6 weeks and 
the average number of incisions 1 to 7. In the 4 pa- 
tients with organisms sensitive to penicillin, the heal- 
ing time was 4 to 7 weeks and the average number of 
incisions 1 to 2. The author cites 6 cases to illustrate 
these points. 

When penicillin became generally available, it was 
thought that its use would greatly lessen both the dur- 
ation of the disease and the need for incision. The 
evidence presented above, however, suggests that 
neither the healing time nor the number of surgical 
incisions has been lessened. 
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Several factors may be responsible for this failure. 
The conditions in the lactating breast are peculiarly 
favorable to the early formation of an abscess. The 
chance of responsible organisms being insensitive to 
penicillin is always considerable. Furthermore, by 
masking the symptoms of an abscess temporarily, a 
non-tender indurated mass may be formed, which 
clinically resembles carcinoma. Occasionally, the 
excessive formation of vascular granulation tissue may 
lead to excessive hemorrhage upon incision. Also, the 
masking of the signs of inflammation may lead toa 
serious delay in drainage until an excessive amount of 
breast tissue is destroyed. 

It, therefore, seems reasonable to restrict the use of 
penicillin to early cases of mastitis and then only when 
the mother has not been delivered in a hospital and 
there is a reasonable chance of dealing with an or- 
ganism that is sensitive to penicillin. If there is no 
response in 48 hours, its use should be discontinued. 

When an abscess has already formed, early and 
effective drainage is the best way of obtaining early 
healing. — Alfred H. Noehren, M.D. 


Penicillin Hypersensitivity and Anaphylaxis; a Re- 
view with a Report of 10 Cases Including 5 Au- 
topsies. CHENG CuHao-Linc and Cutanc Cutn-Tze. 
Chin. M. F., 1956, 74: 513. 


TEN casEs of penicillin anaphylaxis shock including 
5 cases with autopsy findings are reported to empha- 
size that serious and even fatal reactions may arise if 
this drug is used promiscuously. The literature on 
reactions and anaphylactic shock from penicillin is 
reviewed. The incidence of reactions varied in the 
literature from 3 to 16 per cent. Atopic diseases, re- 
peated or prolonged exposures to penicillin, inflam- 
mation at the injection site, and the presence of epi- 
dermophytosis may predispose to the development of 
allergy to the drug. 

Skin testing is recommended as a precaution to 
prevent drug allergies. The intradermal test is su- 
perior to the scratch or patch test. However, skin tests 
are not 100 per cent reliable. Desensitization is neces- 
sary when a patient is in need of penicillin therapy. 
This is done by giving very small doses as subcu- 
taneous injections every 1 to 3 days, increasing the 
dose from about 100 units to 20,000 units. Antihista- 
mines, adrenalin, ACTH, and cortisone should be 
used in conjunction and should be present for immedi- 
ate use. Anaphylactic shock arises immediately or 
within 10 minutes, as a rule. The shorter the delay in 
onset, the more severe the reaction. 

Prophylaxis of reactions is the best treatment. In- 
discriminate use of penicillin should be avoided. 
History of allergies should be sought and skin testing 
done when indicated. Subcutaneous injection in 
doubtful cases is safer than intramuscular injection. 
Short-acting penicillin is safer than the long-acting 
type. Care to avoid entering a blood vessel is impor- 
tant. On an emergency tray with adrenalin, arterenol, 
ephedrine, antihistamine, aminophyllin, ACTH, cor- 
tisone, there should also be a tracheotomy tube and 
a tourniquet to wall off the injection site. 

In the treatment the medications should be used 
immediately and for a sufficient number of days to 
control the situation. —Edmund R. Donoghue, M.D. 
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ANESTHESIA 


Indications for Chlorpromazine (Largactil Thorazine) 
in Clinical Anesthesia. ALLEN B. esa CurisTo- 
PHER J. Kitpurr, and Gorpon M. Wyant. Anesthesia 
and Analgesia, 1957, 36: 38. 


CHLORPROMAZINE is an alkylamine with therapeutic 
effects resembling atropine, meperidine, procaine, 
and quinidine. Its therapeutic effect is primarily 
through its action on the reticular activating path- 
ways of the central nervous system. It potentiates 
analgesics, decreases myocardial irritability, inverts 
the response to psychomotor excitants, and power- 
fully depresses the chemoemetic trigger zone, the 
vomiting center, and irritants of the phrenic nerve. 

These effects have led to a variety of clinical ap- 
plications. For nausea 10 to 25 mgm. are given orally 
every 4 hours as needed. For vomiting, after an actual 
bowel obstruction has been ruled out, 25 mgm. of 
chlorpromazine are given intramuscularly. In pa- 
tients with protracted hiccoughs 50 mgm. are added 
to 500 ml. of 5 per cent dextrose in water and given 
by slow intravenous drip until the hiccoughs stop. 
Inwell-established labor small doses of chlorpromazine 
are combined with meperidine and given intra- 
muscularly. For intractable pain the oral dosage is 
increased as needed, combined with codeine, and in 
more severe pain the intramuscular route is used. 

In alcoholism the dosage varies from as much as 
50 mgm. orally or intramuscularly if agitation is 
marked, to as little as 10 mgm. orally 3 times daily 
in chronic cases. 

If elective surgery is to be performed on a patient 
under prolonged therapy with chlorpromazine, the 
drug should be discontinued a few days before a 
general or spinal anesthetic is given. Should emer- 
gency surgery be necessary, the patient’s legs are 
wrapped with elastic bandages, preoperative hyp- 
notics and analgesics are omitted, and anesthesia is 
administered slowly and sparingly. In other patients 
chlorpromazine may be used for premedication; 
50 to 100 mgm. is given in combination with 50 to 
100 mgm. of secobarbital the night before surgery, 
and 10 to 25 mgm. with 0.3 to 0.6 mgm. of scopola- 
mine is given intramuscularly 1 hour preoperatively. 

In a normal adult 25 mgm. of intravenous chlor- 
promazine causes listlessness and drowsiness in 10 to 
15 minutes. The skin becomes warm, pale, and dry, 
and a bilateral Horner’s syndrome occurs. The body 
temperature falls one or two degrees and some hypo- 
tension occurs. The patient becomes weak and thirsty. 
If a therapeutic dose of some narcotic or barbiturate 
is in effect at the time, semiconsciousness may occur 
and there is even danger of asphyxia. Close observa- 
tion is always necessary when therapeutic doses of 
chlorpromazine are in effect at the same time as any 
other depressant. 

_In clinical anesthesia, the most valuable applica- 
tons of chlorpromazine are in cardiac catheterization 
of infants and children, endoscopy procedures in 
adults, and in the induction of anesthesia in patients 
in whom struggling is to be avoided, such as children 
with cyanotic heart disease, patients with high intra- 
cranial pressure or cerebral vascular lesions, or pa- 
tents undergoing ophthalmic surgery. It has proved 
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to be a valuable adjunct in pulmonary surgery, intra- 
cranial operations, restlessness, hiccoughs, emergency 
delirium, postoperative nausea, and in the manage- 
ment of severe pain. 

The one important, immediate side-effect of chlor- 
promazine is hypotension with tachycardia. This 
condition is treated by wrapping the legs (auto- 
transfusion) and administering neosynephrin hydro- 
chloride in small repeated doses. Prolonged oral 
administration of large doses of chlorpromazine pro- 
duces jaundice in 1.5 per cent of the cases. Parenteral 
administration does not cause jaundice. Jaundice 
subsides when the drug is stopped. Rashes occur 
occasionally, often in patients with a history of allergy. 
Agranulocytosis is rare. Parkinsonian symptoms may 
appear, but subside on withdrawal of the drug. 
Fatigue, drowsiness, nasal congestion, mouth dry- 
ness, constipation, bilateral amblyopia, and scoto- 
mata may occur, and are all reversible effects. 

—Stanley W. Tuell, M.D. 


Hypothermia in the Management of the Poor-Risk 
Patient Undergoing Major Surgery. SALomon N. 
ALBERT, WILLIAM A. SPENCER, JOHN S. Bouinc, and 
James R. TuistLetuwaite. 7. Am. M. Ass., 1957, 163: 
1435. 


MODERATE HYPOTHERMIA appears to reduce the stress 
associated with general anesthesia and operative pro- 
cedures. It has, therefore, been applied as an adjunct 
to general anesthesia in the poor-risk patient. The 
effect of hypothermia upon various aspects of metab- 
olism has been investigated, and the results provide 
the basis for this article. The study covers 76 patients 
ranging in age from 16 hours to 90 years. 

The cerebral metabolism was reduced from 40 to 
75 per cent, protecting the brain from acute anoxia. 
Adrenal stress reactions were both reduced and de- 
layed so that these patients failed to demonstrate the 
salt and water retention usually seen during the 
early postoperative period. Potassium excretion was 
not appreciably influenced by the hypothermia, how- 
ever. Patients operated upon under hypothermia re- 
quire half as much anesthetic agent as do patients 
having a similar procedure but without hypothermia. 
This resulted in a much shorter recovery period. 
Under hypothermia poor risk patients tolerated ex- 
tensive and traumatic procedures well. 

Ventricular hyperirritability and ventricular fibril- 
lation are grave complications that may occur during 
hypothermia. In elderly poor risk patients bouts of 
premature ventricular contractions may develop 
when the body temperature has been reduced as little 
as 1 to 2 degrees C. Trimethaphan camphorsulfonate 
(1 to 500), administered as an infusion, has proved to 
be effective in eliminating arrhythmias. 

—Ely Elliott Lazarus, M.D. 


Cardiovascular Function in Hypothermic Anes- 
thetized Man. Joun C. Rose, THomas F. McDer- 
MOTT, LAWRENCE S. LILIENFIELD, FRANK A. PorFiIpo, 
and Rosert T. KEtrey. Circulation, 1957, 15: 512. 


THE use of hypothermia as an adjunct to general 
anesthesia is becoming increasingly common. How- 
ever, aside from electrocardiographic studies, meas- 
urements of the physiologic alterations produced by 
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the artificial induction of hypothermia in man have 
not been made in the operating room. In this report 
the authors present the hemodynamic changes ob- 
served in patients undergoing hypothermia under the 
clinical conditions of its practical usage in the operat- 
ing room. 

In anesthesized patients, measurements were made 
of the normothermic state of heart rate, hypothermic 
state of heart rate, cardiac output, mean arterial 
pressure, total peripheral resistance, mean circulation 
time, cardiac work, central blood volume, plasma 
volume, and hematocrit. Measurements were made 
prior to any surgical procedure, and an attempt was 
made to exclude influences other than hypothermia, 
such as from drugs or fluids. 

These studies were performed on 10 patients and 
the results were characterized by considerable varia- 
bility, suggesting that vasomotor and cardiac re- 
sponses to cold were active to varying degrees in in- 
dividual patients, and that uniform physiologic re- 
sponses to hypothermia cannot be expected in the 
experimentally uncontrolled operating room setting. 

—Ely Elliott Lazarus, M.D. 


An Automatic Blood Pressure Recording Machine. 
. H. Currens, G. L. BROWNELL, and S. ARonow. 
N. England 7. M., 1957, 256: 780. 


A BLOOD PRESSURE DEVICE that operates simply and 
automatically is described. It was designed to simulate 
as closely as possible the clinical method for determin- 
ing blood pressure by means of a pneumatic cuff. A 
rubber bag similar to the usual wrap-around cuff is 
designed and constructed, with an insert or pocket at 
the distal edge of the rubber bag which holds a small 
(32 mm. in diameter by 9 mm. in depth) crystal mi- 
crophone. 

It was found that the most direct method of ob- 
taining a signal related to the Korotkoff sounds, as 


detected by the ausculatory method, was by mounting 
a quartz-crystal directly behind a heavy diaphragm 
in a microphone placed on the arm over the brachial 
artery. The cuff is automatically inflated by means of 
a small air pump to a preset level. The pressure then 
decreases gradually and uniformly. Pressure in the 
cuff is recorded on a recording milliammeter and 
scribes a line as the pressure falls in the cuff. The 
machine makes a simple graph with a signal propor- 
tional to the Korotkoff sounds of systolic and diastolic 
pressure superimposed upon the pressure curve from 
the cuff. 

The instrument has been used repeatedly in record- 
ing blood pressures of ambulatory patients and of pa- 
tients throughout the night at intervals of 15, 30, and 
60 minutes. The authors also found it to be quite suit- 
able for recording such clinical phenomena as pul- 
sus paradoxus and pulsus alternans. 

— Mary Karp, M.D. 


SURGICAL INSTRUMENTS AND APPARATUS 


A Method of Stabilizing the Ends of the Cartilages in 
the Abdominothoracic Incision. JosEPH Estrin. 
Surgery, 1957, 41: 496. 


THE AUTHOR has experienced the same problems 
others have had in the instability of the costal cartilages 
when these have been divided during operation. He 
reports dividing the cartilage in an irregular or ser- 
rated manner so that the two ends can be interlocked 
when the incision is closed. This is accomplished by 
dividing the cartilage with a carpenter’s corrugated 
fastener. An instrument to hold this fastener has been 
designed and manufactured. When the cartilage ends 
are replaced they are further secured with wire su- 
tures. No difficulty has been encountered by the 
employment of this method in 5 patients. 
—Robert W. Williams, M.D. 
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PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Observations on Cranial eng, in a Series of 
Intracranial Tumors. Trevor Grirritus. Brit. 7. 
Radiol., 1957, 30: 57. 


THE PLAIN FILMs of the skull of 625 patients with veri- 
fied intracranial tumors were reviewed to assess the 
value of plain films and to compare the findings with 
others. The plain films of the skull in 282 cases gave 
definite evidence of an intracranial tumor or of 
raised intracranial pressure, while in a further 87 
cases the evidence was strong but not definite. Thus, 
in 45 per cent of the cases the evidence was definite 
and in a further 14 per cent it was very suggestive. 
In a very few instances, not included in the review, 
the x-ray evidence was thought to indicate a tumor 
but other investigation did not support this. 

In the analysis of the roentgenograms changes in 
the sella turcica, pineal displacement, displacement of 
the choroid plexus, displacement of the falx cerebri, 
changes in vascular markings, pathological calcifica- 
tion, arteriovenous malformations, and metastatic 
tumors were noted. In this series an abnormality of 
the sella was seen in 141 cases, or 22.5 per cent. This 
was present more than twice as often as any other 
sign of abnormality of the sella. The most frequent 
sign was some change in the dorsal part—thinning, 
shortening, indistinctness, or disappearance. When it 
has been decided that the sella is abnormal, one must 
decide whether the changes are due to conditions 
within, adjacent to, or remote from the sella. Changes 
in the sella are often, but by no means invariably, 
accompained by papilledema. The next most frequent 
sign was pineal displacement. The pineal body calci- 
fies in not more than 50 per cent of the adolescent 
patients, and rarely in children. In supratentorial 
tumors, regardless of their exact position, any gross 
movement is seen in the lateral view and must be 
downward and backward. Displacements of the cho- 
roid plexuses were seen only in a few cases. In adults 
the choroid plexuses calcify rather less frequently than 
the pineal. 

There were many examples of calcification in the 
falx but few displacements. Changes in the vascular 
grooves and channels in the skull have two main, but 
quite different, causes. First, they may be due to pro- 
longed increased intracanial pressure, and in no way 
depend upon the type of tumor causing it. Second, 
they may be due to the increased blood requirements 
of the tumor, and are therefore related to, and deter- 
mined by, specific types of tumors. Almost half of the 
meningiomas in this series were suspected because of 
alterations in the vascular markings, often combined 
with other abnormalities. Similar figures are given 
for other meningioma series, but only a small propor- 
tion of arteriovenous malformations showed abnormal 
vascular markings. In the series of 365 gliomas path- 
ological calcification was seen in only 22 cases, an 
incidence of just over 6 per cent. Of 69 meningiomas 
in this series only 5 showed calcification. Abnormal 


vascular channels due to tumors are seen very infre- 
quently in plain films of the skull. In this series 91 
metastatic tumors were seen. Attention has been 
drawn to the classification of gliomas devised by 
Kernohan and Sayre (1952) which has received wide 
clinical acceptance. 

Northfield and Russell state that plain films in dif- 
ferent series suggested the presence of gliomas in from 
27.5 to 50.3 per cent, meningiomas in from 12.6 to 
16.2 per cent, pituitary adenomas in from 3.75 to 17.8 
per cent, acoustic neurinomas in from 1.3 to 8.7 per 
cent, and secondary tumors in from 4.2 to 26.7 per 
cent. —Frank L. Hussey, M.D. 


The Roentgenologic Aspects of Retropleural Hema- 
tomas a Sympathectomy. Saut Scuerr, 
WatitaceE W. BEDNARZ, and GEORGE LEVENE. 
Radiology, 1957, 68: 224. 


THE AUTHORS have reviewed material on a series of 
300 patients who had a total of 590 operations on the 
sympathetic nervous system, primarily for the relief 
of essential hypertension. Of the 300 patients 220 were 
studied roentgenologically in the immediate post- 
operative period and 40 patients or 18 per cent were 
found to have retropleural hematomas. Only 4 pa- 
tients were tapped. Many of the patients had clinical 
evidence of hematoma but radiologic study was not 
deemed necessary because no symptoms were noted. 
Some hematomas were seen as early as 24 hours after 
sympathectomy but the average interval from opera- 
tion was 4.5 days. 

Radiologically, the retropleural hematoma ap- 
pears as a smooth border or slightly lobulated homo- 
geneous mass arising from the posterior thoracic wall 
and is seen to blend with the mediastinal shadow on 
the routine posteroanterior radiograph. The lateral 
margins of the hematoma are usually more or less 
convex, although it may extend from the mediastinum 
in a downward and lateral direction. The inferior 
border when visualized is invariably convex. The 
lateral roentgenograms disclose the posterior border 
of the hematomas to be almost straight because of the 
unyielding tissues of the posterior thoracic wall, while 
the anterior margins are usually convex. 

The authors indicate that the importance of dif- 
ferential diagnosis from other intrathoracic lesions 
such as neurofibromas, primary pulmonary or medi- 
astinal lesions, encapsulated posterior pleural ef- 
fusion, and other intrathoracic or mediastinal ab- 
normalities is important. Resorption of the hema- 
tomas occurs slowly with the margins becoming 
irregular and ill-defined, usually leaving no radio- 
logic evidence of their presence in approximately 4 
months. 

Clinically, small hematomas usually produce some 
local discomfort and a transient rise in temperature, 
while the larger hematomas may produce dyspnea, 
in addition to symptoms of blood loss. Infection is 
apparently a rare occurrence. Surgical intervention is 
seldom indicated and is usually resorted to only in 








408 International Abstracts of Surgery - October 1957 


the presence of a continued loss of blood or infection. 
— Moris Horwitz, M.D. 


Cardiac Ventriculography; Direct Transthoracic 
Needle Puncture Opacification of the Left (or 
Right) Ventricle. J. SraurFER LEHMAN, BENJAMIN G. 
Musser, and Harry D, Lykens, Am. 7. Roentg., 1957, 
77: 207. 


DIRECT VENTRICULOGRAPHY by transthoracic needle 
puncture and direct injection of the opaque media 
into the left or right ventricle is particularly applicable 
for study of certain pathologic states of the ventricles, 
of the atrioventricular valves, and the aorta. Simul- 
taneous pressure and electrocardiographic recordings 
are made before, during, and after the procedure. The 
technique of the entire procedure is described in detail 
in the original article. 

In 77 such injections in 60 patients, only one serious 
complication occurred. This was in a patient with 
mitral insufficiency who developed heart block simul- 
taneously with the injection of diodrast. The opaque 
material had inadvertently been injected high in the 
interventricu!ar septum in this case. 

Inadvertent intramyocardial or intrapericardial 
injection of diodrast occurred in 8 cases, but in only 3 
were there striking electrocardiographic aberrations, 
and in only the one mentioned was this permanent. 
Two patients in whom the quantity of the myocardial 
injection was small had neither pain nor shock; they 
had only a 6 beat and 7 beat ventricular tachycardia, 
respectively. Four patients in whom a moderate 
quantity was injected had varying degrees of substernal 
pain and shock and showed varying abnormalities in 
the tracings. 

All of these complications occurred during the first 
47 cardiac ventriculographies, and were apparently 
prevented in subsequent studies by meticulous atten- 
tion to the following details: 

1. Careful aiming of the needle. 

2. Adjustment of the needle point: gradual with- 
drawal of the needle, after first obtaining a ventric- 
ular pressure tracing, until the pressure tracing be- 
came damped, then a 5 cm. readvancement of the 
needle, or until a good ventricular pressure wave was 
recorded. 

3. Careful instruction concerning the patient’s 
breathing. 

4. Immobility of the needle or patient after inser- 
tion of the needle. 

Some arrhythmia occurred incident to the needle 
puncture in practically all of the cases (all except 2), 
but most commonly this was merely a temporary 
period of ventricular premature beats. In 29 of the 77 
studies a few ventricular premature beats were ob- 
served at the time of injection, presumably due to the 
jet of the opaque medium as it hit the opposing ven- 
tricular wall. 

If satisfactory demonstration of the designated ven- 
tricle was not obtained, the examination was classi- 
fied as a failure. Thirteen of the 77 studies were classi- 
fied as failures for the following reasons: unintentional 
injection of the wrong ventricle in 4, needle too high in 
outflow tract of ventricle in 3, intramyocardial or 
intrapericardial injection in 3, syringe breakage in 1, 
improper positioning in 1, and equipment failure in 1. 


In all of the other examinations the films provided in- 
formation considered sufficient for diagnosis. 

Although experience has not been adequate to 
justify positive conclusions regarding contraindica- 
tions, it seems probable that a poorly controlled ven- 
tricular rate, and paroxysmal atrial tachycardia are 
contraindications, and probably also atrial tachy- 
cardia due to vagal release from atropine, and ven- 
tricular tachycardia, either spontaneous or due to 
medication. The authors have not used the method in 
infants or children, and would be reluctant to do so 
because of the greater likelihood of intramyocardial 
injection. 

The reasons for examination were as follows: 

Demonstration or evaluation of mitral 


AGN IGIENOY 56555 oc a Db aeare eusinvs eves cies 54 
Demonstration or evaluation of tricuspid 

MNUIIGIONIOY 556 a5. «6.5.35 re wiesece wees wees 8 
Demonstration of aortic valves....... oe 
Suspected intraventricular septal defect... .. 3 
Left ventricular aneurysm................ 3 
Demonstration of aorta................ Pe 


Undiagnosed cardiac disease.............. 
—Lois Cowan Collins, M.D. 


Visualization of Aortic and Arterial Occlusion by 
Percutaneous Puncture or Catheterization of Peri- 
pheral Arteries. Sven I. SeLpincER. Angiology, 1957, 
BO: 73; 


THE DEMONSTRATION Of arterial occlusions in both large 
and small vessels has been accomplished with ease and 
safety by percutaneous catheterizations, almost daily 
for a 3 year period at the Karolinska Sjukhuset. In 
most instances the occlusions can be demonstrated 
either by proximal injection, distal injection, or both; 
but it is inadvisable to attempt demonstration of the 
distal end of an occlusion through the collateral filling 
by injecting large quantities proximally. 

The technique is described for various types of ar- 
terial injections, but basically consists of: (1) percu- 
taneous puncture of the artery, (2) introduction of a 
slender flexible guide wire through the needle and 
removal of the needle (at this stage the artery is oc- 
cluded proximal to the puncture to prevent bleeding 
since the puncture hole is larger than the guide wire), 
(3) threading of the catheter onto the guide wire 
thereby passing it into the artery, and (4) withdrawal 
of the guide. The catheter used is as large as, or larger 
than the puncture needle, so that there is no leakage 
around the catheter. The catheter is then passed 
through the artery to the site desired for injection. A 
curved catheter tip is useful for certain locations, as 
for instance, catheterization of the superficial femoral 
artery. If the point to be demonstrated is proximal to 
the site of injection, it is advisable to introduce the 
catheter in the proximal direction; if the point is distal 
to the site of puncture, the puncture should be in the 
distal direction. 

In an attempt to demonstrate coarctation of the 
aorta by the percutaneous puncture of the radial 
artery and catheterization, the author has not been 
entirely successful. The principal problem has been 
the weakness of the thin-walled catheters which rup- 
ture during the high pressure injection needed for this 
procedure. 
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For demonstration of the abdominal aorta, cathe- 
terization through the left brachial artery is preferred, 
and if it is necessary to demonstrate the distal end of 
the occlusion, catheterization of the femoral artery is 
performed. In catheterization of the upper abdominal 
aorta the hazard of direct injection into the superior 
mesenteric artery or renal artery is stressed, and for 
this reason a trial injection of a small quantity of 
dilute contrast media is considered essential. 

For occlusion in the shoulder, axillary, and brachial 
regions, puncture of the subclavian artery below the 
middle of the clavicle is recommended. For demonstra- 
tion of the forearm and hand the brachial artery in the 
antecubital space is used. Compression of the artery 
proximal to the elbow should not be done during the 
injection because of the hazard of local circulatory 
disturbance. Warming of the extremity has proved 
valuable for demonstration of smaller arteries of the 
distal extremities. For the digital arteries a stellate 
ganglion block has been the best method. 

For unilateral occlusion of the iliac artery percu- 
taneous catheterization of the femoral artery close to 
the inguinal ligament has been very satisfactory, and 
has been used successfully in more than 500 instances. 
The demonstration of the arteries of the lower limbs 
corresponds to that of the upper limbs. 

For peripheral studies 10 to 20 mm. of contrast 
medium has been used and with this quantity no 
complications have appeared. Caution is advised, 
however. In one patient suffering from thromboangiitis 
obliterans, ischemia of the distal part of the foot ap- 
peared after injection of 25 mm. of 35 per cent um- 
bradil. This complication was overcome following 3 
hours of energetic therapy. 

—Lois Cowan Collins, M.D. 


The Value of Fast Angiocardiography in the Early 
Diagnosis of Patent Ductus Arteriosus. J. Linp, M. 
Rocua, and C. WecEttus. Am. 7. Roentg., 1957, 77: 
235. 


IN INFANTS AND YOUNG CHILDREN it is often difficult to 
establish the diagnosis of patent ductus arteriosus by 
clinical methods. Since it is desirable to make the 
surgical correction in early childhood, accurate early 
diagnosis becomes very important. Intravenous 
angiocardiography has proved to be a dependable 
diagnostic method for this younger age group, al- 
though in older children and adults, in whom, for- 
tunately, the diagnosis is usually evident clinically, 
the method may be unsatisfactory. 

The authors use direct fast angiocardiography with 
synchronous electrocardiographic recording. Three or 
four pairs of films per heart cycle, exposed synchro- 
nously in two planes, make possible accurate timing of 
the diastolic shunt, even the bidirectional shunts which 
occur in cases complicated with pulmonary hyper- 
tension. 

Radiation exposure of the patient is cut down to a 
permissible level by using image intensification. 

Direct demonstration of the ductus is more likely to 
be accomplished when combined malformations re- 
sult in the direct passage of the opaque material from 
the right to the left side of the heart; in this way it is 
not diluted in the lungs, as in the tetralogy of Fallot 
and in transposition of the great vessels. 
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Certain roentgenologic signs, called indirect signs, 
contribute to the diagnosis in the absence of direct 
visualization, and, when properly evaluated and cor- 
related, may make a very definite diagnostic combina- 
tion. The most important signs are: 

1. Aortic infundibular dilatation. 

2. Dilatation of the pulmonary artery. 

3. Elevation of the truncus-conus 
artery and its left main branch. 

4. Increased pulmonary artery output, increased 
filling of the central pulmonary blood vessels. 

5. Dilution of the contrast medium in the pulmo- 
nary artery, best seen during ventricular diastole. 

6. Prolonged circulation of the contrast medium in 
the pulmonary vessels. 

7. Enlargement of the left atrium and ventricle. 

8. Refilling of the pulmonary artery in the latter 
phase of angiocardiography. 

In some cases selective angiocardiography through 
cardiac catheterization affords definitive information. 
The point of injection is dependent upon the condi- 
tions encountered in the individual case, i.e., the 
presence of associated abnormalities and the course of 
the catheter. —Lois Cowan Collins, M.D. 


pulmonary 


The Anatomoroentgenologic Relationships of the Epi- 
phrenic Esophagus with the Descending Aorta (Sui 
rapporti anatomo-radiologici dell’esofago epifrenico 
con l’aorta discendente). D. CATALANO, N. GUADAGNO, 
and V. Mezzociorno. Radiol. med., Milano, 1957, 
43: 146. 


THE OBSERVATIONS recorded and interpreted were 
made on numerous cadavers of both sexes and of ages 
between 60 and 80 years, on 10 human fetuses be- 
tween 6 months and term, and on 100 adult living 
human subjects. The object of the study was to de- 
termine the mutual relationships of the aorta and 
esophagus which might help to explain the observa- 
tions of Keates and Magidson (Brit. 7. Radiol., 1955, 
28: 184) in the presence of aortic arteriosclerosis. 

The authors find that the assertion by the British 
writers mentioned that “the morphology of the 
esophageal shadow may be summarized schemati- 
cally as belonging to one of two types: that of the 
inverted ‘C’ and that of the inverted ‘S’,”’ is substan- 
tially correct. In the first type the impression made 
in the esophageal shadow by the aorta lies immedi- 
ately above the hiatus; in the other type there is no 
aortoesophageal decussation. In neither type do the 
course and relationships of the aorta differ from the 
normal. The findings in cases of arteriosclerosis of the 
aorta are explained on the basis of differences in the 
course of the aorta itself. These result from differences 
in individual constitution. 

The normal subject who develops elongation of the 
aorta and increased firmness of its wall, and produces 
the inverted “C” type of esophageal shadow belongs 
to the normolineal or the brevilineal constitutional 
type. The aorta is placed paravertebrally and is 
crossed anteriorly by the esophagus near the dia- 
phragmatic hiatus. The shadow impression is epi- 
phrenic in location. 

The normal subject whose arteriosclerotic condi- 
tion produces the inverted “S” type of esophageal 
shadow belongs to the longilineal constitutional type. 
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In this individual the aorta is prevertebrally placed 
and is not crossed by the esophagus which passes 
along the lateral border of the aorta and conforms 
more or less to its outline. On the whole the fetal 
findings conform with those of the latter type. 

There are also intermediate and transitional forms 
between these two basic types. 

— John W. Brennan, M.D. 


Splenic Artery Aneurysms; a Report of 17 Cases 
Showing Calcification on Plain Roentgenograms. 
Gorpon J. CULVER and Herserrt S. Pirson. Radiology, 
1957, 68: 217. 


THE AUTHORS indicate that since the first description 
of aneurysm of the splenic artery in 1770 only 213 
cases have been reported in the literature. An addi- 
tional 17 cases showing calcification on plain roent- 
genograms are reported. While aneurysms of the 
aorta in general appear to be more common in the 
male than in the female, aneurysm of the splenic 
artery occurs more frequently in the female. In re- 
viewing the literature the authors indicate that in 186 
cases reported by Owens and Coffey, 46 per cent of 
the females were in the child-bearing age, and of these 
53 per cent were pregnant at the time the aneurysm 
was identified. While the exact cause of aneurysm of 
the splenic artery is not known, several theories of this 
case are discussed briefly. 

The symptoms of aneurysm of the splenic artery 
usually include pain in the epigastrium or left upper 
abdominal quadrant, and various gastrointestinal 
symptoms are also noted to be of frequent occurrence. 
The physical signs are usually not remarkable. 

The diagnosis of an aneurysm of the splenic artery 
is made roentgenologically only when calcium is 
present in the walls of the aneurysm. This usually 
appears to be an oval or round calcific density in the 
left upper abdominal quadrant and may be a con- 
tinuous or broken ring of calcification. Occasionally 
an arteriosclerotic calcification may be seen extending 
in the splenic artery to the area of aneurysm. 

Of the 17 cases reported by the authors 6 were 
proved at surgery, while in the remainder the diag- 
nosis was made only on a radiologic basis. 

The average age in the authors’ series for patients 
with calcified aneurysm was 59 in the surgically 
proved cases and 67 in those in whom the diagnosis 
was made on a radiologic basis only, but the average 
age in the literature of previously reported series 
varies from 14 to 88 years with an average age of 48 

ears. 
4 The authors indicate that the most common com- 
plication of aneurysm of the splenic artery, as in 
other aneurysms, is rupture. Rupture frequently 
occurs during pregnancy, but they believe this is 
probably not more than a precipitating factor. 
— Moris Horwitz, M.D. 


Planned Combination of Surgery and Radiation in 
the Treatment of Advanced Primary Head and 
Neck Cancers. Witi1am S. MacComs and GiLBert 
H. Fietcuer. Am. 7. Roentg., 1957, 77: 397. 


SURGERY AND RADIATION THERAPY are the accepted 
means of curative treatment of patients with cancer 
of the head and neck region. Either method is effec- 


tive in the control of early lesions of the lip, tongue, 
cheek, gum, floor of the mouth, and larynx, but in 
cases of advanced cancer, and ‘nm cancers at particular 
sites such as the paranasal sinuses the results of ther- 
apy by either method alone have been disappointing. 

The authors present a group of 10 cases which 
demonstrated the effectiveness with which surgery 
and radiation therapy can be used, the one augment- 
ing the other in patients presenting malignant tumors 
in advanced stages or in sites offering but little hope 
of control by one modality alone. A systematic pro- 
gram of planned combined surgical and radiation 
therapy was used. The rationale for the sequence and 
interval between the particular therapeutic proce- 
dures depended upon the primary site of the lesion. In 
lesions of the paranasal sinuses radical surgery pre- 
ceded intracavitary radium therapy or external irra- 
diation. In tumors of the intraoral cavity and oro- 
pharynx, radiation therapy was employed initially 
and surgery was performed later for metastatic, resid- 
ual, or recurrent disease. In cases of advanced tumors 
of the supraglottic and pyriform sinuses, panlaryn- 
gectomy was performed with neck dissection if the 
lymph nodes were proved to be positive. External ir- 
radiation was then given to the entire neck area and 
was, at times, supplemented by radium implantation. 
In malignant parotid tumors and metastatic cancer 
to the preauricular region from skin, parotidectomy 
and neck dissection preceded multiple plane radium 
implantation or cobalt® teletherapy. 

The group of cases presented demonstrated the ef- 
fectiveness with which surgery and radiation therapy 
could be used, the one augmenting the other in pa- 
tients presenting malignant tumors in advanced 
stages or in sites offering but little hope of control by 
one modality alone. Supervoltage therapy seemed to 
be of advantage in increasing the effectiveness of pri- 
mary irradiation and the ease and tolerance of post- 
operative irradiation, while decreasing postradiation 
operative difficulties, particularly in wound healing. 

This program could not be evaluated by statistical 
analysis since the series was small and represented 
only selected cases in advanced stages of cancer. 

Frank L. Hussey, M.D. 


Postradiation Bone Sarcoma; Report of 11 Cases. 
MicuEL Cruz, BrapLtey L. Cory, and Frep W. 
Stewart. Cancer, Phila., 1957, 10: 72. 


In 1948 a series of 11 cases of sarcoma arising in 
irradiated bone were reported by Cahan, Woodward, 
Stewart, Higinbotham, and Coley, and to these they 
added 17 cases which they were able to collect from 
the European literature. At that time the authors laid 
down the following four criteria for the diagnosis of 
this type of tumor: 

1. Microscopic or roentgenographic evidence of 
the benignancy of the primary condition. 

2. Irradiation in any of its forms must have been 
given, and the sarcoma that later developed must have 
arisen in the area included within the radiothera- 
peutic beam. 

3. A relatively long symptom-free latent period. 

4. All sarcomas should be proved histologically. 

The authors of the present study give an up-to-date 
account of the follow-up of the survivors among the 
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first 11 cases, review the additional articles published 
in the literature since that time, and report 11 more 
cases from Memorial Center, New York. The 11 new 
cases are described in detail and pertinent illustra- 
tions are used for documentation of the salient points. 

In 6 cases the sarcomas arose in previously normal 
bone included in the radiation field and in 5 cases in 
pre-existing bone lesions. In the cases arising in normal 
bone the roentgen therapy was given for the following 
conditions: lymphangioma (1), carcinoma of the 
(1), epidermoid carcinoma of the buccal 
> mucosa (1), cellulitis of the nailbed and hyperkera- 
' tosis (1), Hodgkin’s disease (1), and prophylactic 
' treatment for seminoma of the testis (1). In the cases 
arising in pre-existing bone lesions the roentgen 
therapy was given for bone cysts (2), and for giant cell 
tumors (3). The total tumor dose varied from 1,000 
to 5,289 roentgens over a period from 1 month to 9 
years. The quality of the roentgen rays used was from 
100 kv. to 250 kv., but in one case one million volt 
therapy was employed. 

The authors conclude by stating that their current 
observations confirm what has been reported pre- 
viously on the subject of postradiation osteosarcoma. 
The magnitude of the dose given is an outstanding 
factor. Indeed, severe roentgen ray damage to the 
adjacent structures was present in practically every 
case, which indicated that bone damage and the sub- 
sequent development of osteosarcoma are related to 
the magnitude of the dose. —T. Leucutia, M.D. 


MISCELLANEOUS 


P® Plasma-Pudding for the Treatment of Mammary 
Carcinomas (P* Plasma-Pudding zur Therapie von 
Mammakarzinomen). Fr. HAMMER. Fortsch. Roent- 
genstrahl., 1956, 85: 730. 


SIX WOMEN with tumor of the breast have been treated 
by a new method. Blood studies were made on all of 
these patients. Five had mammary cancer of one type 
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or another; the sixth had a chronic cystic mastitis 
which clinically and macroscopically could not be 
distinguished from cancer. All except one of the pa- 
tients refused mastectomy; in this one instance a 
partial mastectomy was done, but otherwise treat- 
ment was the same as for the others. The treatment 
did not produce any essential changes in the blood 
picture of these patients. The period of time since the 
treatments is still too brief for evaluation of ultimate 
results. The patient who had the partial mastectomy 
had a recurrence of the solid scirrhous carcinoma in 
the scar following the local excision of the breast. An 
enlarged supraclavicular lymph gland situated on 
the same side as the breast tumor was also excised and 
proved to be a metastatic carcinoma. A month after 
the partial mastectomy the patient died of pneumonia, 
and autopsy failed to uncover any evidence of malig- 
nancy anywhere. 

The treatment consisted of pre-excisional roentgen 
irradiation in large doses. Following this the tumor 
was locally, but radically, excised and the resulting 
cavity filled with 20 to 30 c.c. of human plasma con- 
taining 200,000 I. U. of penicillin and 0.5 to 1.0 gm. 
of streptomycin or 50 mgm. of nebacetin (a local 
antibiotic). To this was added 23 c.c. of a solution of 
thrombin and radioactive phosphorus (4 to 30 milli- 
curies) with a half life of 14.1 days and a beta-irradia- 
tion of 0.685 megavolts. There was an almost immedi- 
ate coagulation of the serum to a pudding-like con- 
sistency. The wound was then closed. 

Special precautions must be taken to prevent con- 
tamination of the fomites and other objects with the 
radioactive substance. An autoroentgenogram shows 
that after 72 hours the radioactive material is already 
well on the way to absorption and excretion by the 
body. 

The only difficulty of the method is in the estima- 
tion of the optimal radiation dosage. In the author’s 
cases the dosage varied between 4 and 30 millicuries. 

— John W. Brennan, M.D. 








MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL :_PHYSIOLOGI- 
CAL CONDITIONS 


Blood-Grouping and Neoplasms; Study of 449 Cases 
of Gastric Tumor and 248 Cases of Bronchopul- 
monary Tumor (Gruppi sanguigni e neoplasie; inchi- 
esta su 449 casi di tumori gastrici e 248 casi di tumori 
broncopolmonari). Enzo CAPPELLINI and ALESSAND- 
RO GurFFANTI. Rass. ital. chir. med., 1956, 5: 555. 


THE AUTHORS studied the blood-grouping of 697 pa- 
tients with cancer to determine if there is any correla- 
tion between the two. 

In 449 patients with gastric carcinoma, the blood- 
group was as follows: 202 were group A, 46 were 
group B, 14 were group AB, and 187 were group O. 

Of 248 patients with bronchogenic carcinoma, 81 
were group A, 36 were group B, 4 were group AB, 
and 124 were group O. 

The control series was obtained from 1,500 donors 
and resulted in the following incidence of blood- 
groups: group A, 38.3 per cent; group B, 8.5 per cent; 
group AB 4.3 per cent; and group O, 45.9 per cent. 
In comparing this incidence with that found in the 
test group, the authors conclude that there is no 
significant correlation between the blood group and 
the occurrence of neoplastic disease. 

—Roland A. Manfredi, M.D. 


A Rare Case of Retroperitoneal Chorioepithelioma of 
Extragenital Origin in the Male (Su un raro caso di 
corionepitelioma maschile a sede extragenitale “‘retro- 
peritoneale”). ALEssANDRO SettTimi. Fracastoro 1956, 
49: 434, 


TWENTY-ONE CASES of chorioepithelioma of extra- 
genital origin in males are recorded in the literature 
and the author adds his record of the twenty-second. 
In his case, as in the majority of the others the tumor 
was retroperitoneal. The patient, a 21 year old 
male, underwent an explorative laparotomy, but the 
tumor was not removed as it was intimately adherent 
to the wall of the vena cava. Death occurred on the 
tenth day because of hemoptysis. 

The Friedman test was positive. The histological 
examination revealed the typical features of chorio- 
epithelioma. From the study of this case and of the 
literature, the symptomatology and course of the ex- 
tragenital chorioepithelioma can be considered as 
follows: Its onset occurs in young adults, with abdom- 
inal or, oftener, lumbar pain, and with or without 
gastrointestinal symptoms; an early finding is the 
presence of an abdominal mass which is tender and 
nonmobile; ballottment is often diagnostic. The 
Ascheim-Zondek, Friedmann, or Galli-Mainini re- 
action is often positive. Gynecomastia is present at 
times. 

Pathogenetically, the explanations are based only 
on hypotheses; it is believed that remnants of the 
urogenital fold is responsible for the chorioepithelioma 
of the retroperitoneum. However, since the chorio- 
epitheliomas found by Askenazy and Stowell were pri- 


mary in the brain, this hypothesis has been abandoned 
and the extragenital chorioepithelioma is believed to 
derive from a teratomatous tumor. 
This article is well documented with an accurate 
and complete bibliography. 
— Sergio V. Proserpi, M.D. 


Tumors and Plasma Proteins. (‘Tumori e proteine ema- 
tiche). FRANcEsco Mario ANTONINI and Amos Soni. 
Tumori, Milano, 1956, 42: 874. 


Numerous TEsTs of simple and more difficult execu- 
tion have been devised for the diagnosis of neoplasms 
in the human body. None of them are specific, nor is 
the electrophoretic study of the plasma proteins, but 
such a study has several additional advantages from 
a clinical point of view and is still a wide open field 
for research. 

The additional advantages include: better and more 
documented evidence of the general condition of the 
patient and, other pathologic processes being absent, 
an indication of the extension of the process. A valu- 
able prognostic indication is represented by the modi- 
fication or the absence of changes in the electrophoretic 
pattern after removal of the tumor. 

Asteady improvement in the electrophoretic pattern 
indicates complete removal of the tumor. 

The authors are of the opinion that further infor- 
mation could be obtained from electrophoretic studies 
of reflux venous blood of the diseased organ, and from 
the more accurate investigation of the lipoprotein 
fraction of the plasma proteins in tumor carriers. 


—Sergio V. Proserpi, M.D. 


Hygiene in the Operating Room (Hygiene im Opera- 
tionssaal), F. DEMMER. Wien. med. Wschr., 1957, 107: 
167. 


THIS ARTICLE is based on various thoughts, observa- 
tions, and studies of the author in regard to the appli- 
cation of basic hygiene principles to operating room 
technique. 

The absence of “fresh air” caused by poor ventila- 
tion is pointed out as being one of the more outstand- 
ing faults in many operating rooms. Temperatures 
over 20 degrees C. are considered excessive. The ab- 
sence of the many odors peculiar to hospitals and 
operating rooms is also desirable from the point of 
view of the psychology of the patient. 

The position of the patient on the operating table 
is also important. In order to avoid aspiration of 
vomitus and pneumonia, the head and chest should 
be kept at a 15 degree angle below the costal arch. 
This position is also helpful in preventing thrombosis 
and embolic episodes. Moving the patient from the 
bed to the table and back again also requires considera- 
tion. 

Strict adherence to aseptic technique in the operat- 
ing room is stressed. Personnel with respiratory in- 
fections should not be allowed to enter the operating 
room, despite the use of a mask. 

—J.C. Rosenberg, M.D. 
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The Properdin System (II sistema del properdin) Luicr 
Gatta and Maria Dina Gort. Poltelinico, sez. med., 
1957, 64: 1. 

THE PROPERDIN SYSTEM is made up of various factors 

—properdin, the complement composed of four frac- 

tions, and magnesium. It is a high weight euglobulin 

representing 0.03 per cent of the total serum proteins. 

Zymosan, an insoluble polysaccharide, has been 

found to absorb properdin. When zymosan is in- 

jected intravenously there is a rapid fall in the pro- 

perdin serum level within 2 hours, followed by a 

two or three fold rise in titer in a few days. Shock and 

total body irradiation cause a rapid decrease of 
serum properdin. Quantitative analysis of properdin 
is possible, and for human beings the level varies from 

4 to 8 units per cubic centimeter. In guinea pigs the 

level is 1 to 2, while in rats it is found to vary from 

25 to 50 units per cubic centimeter. 

A wide variation of serum properdin levels has been 
noted in human beings, so that it is considered to 
parallel the bactericidal activity of the serum and the 
resistance of the experimental animals against infec- 
tion. 

The properdin level rapidly increases in the blood 
stream during bacterial infections in a nonspecific 
manner. It is considered to resemble an enzymatic 
reaction. —Lucian F. Fronduti, M.D. 


DUCTLESS GLANDS 


The Effect of the Hormones of the Hypophysis upon 
the Growth of Walker’s Carcinoma (L’influenza 
degli ormoni ipofisari sulla crescita del carcinoma di 
a G. C. Razorti. Tumori, Milano, 1956, 42: 


HAVING FOUND in a previous investigation that hy- 
pophysectomy did not prevent the development of 
transplants of Walker’s carcinoma in rats, but that it 
did considerably slow the growth of the transplants, 
the author undertook an investigation of the effect 
of the hormones of hypophysial origin available at his 
laboratory, i.e., adrenocorticotrophic hormone 
(ACTH), somatotrophic hormone (STH), follicle- 
stimulating hormone (FSH), and interstitial cell 
stimulating hormone (ICSH), upon the growth of 
such tumors. 

The experiment was conducted on a group of 100 
white rats. The controls were hypophysectomized rats 
without treatment and nonhypophysectomized rats 
either treated with hormones or not. The tumor and 
the body of the rat were weighed together and sepa- 
rately after the animal was sacrificed. 

The remarkable part of the experiment was that 
while FSH and ICSH only slightly increased the well- 
being of the animals, the ACTH and STH had greater 
influence on the growth of the tumor than on the 
general condition. 

Moreover, since the stimulation of the growth was 

erogatory to the general condition of the animals, 
the body weight decreased in spite of the eutrophic 
action of the ACTH and STH. 

The new and interesting finding, according to the 
author, was the action of the ACTH upon the tumoral 
growth, similar to the already known action of the 
STH. —Sergio V. Proserpi, M.D. 
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Endocrine Mechanisms Involved in Water and Sodi- 
um Metabolism During Operation and Convales- 
cence. M. A. Hayes, R. J. Wittiamson, and W. F. 
HEWwENREICH. Surgery, 1957, 41: 353. 


AN EXACT DEFINITION of the mechanisms involved in 
water and electrolyte metabolism during and after 
operative procedures has never been given, but recog- 
nition of an intolerance for sodium and water has 
determined qualitatively the amount and character 
of the fluids administered parenterally to patients. 

While alterations in serum and urinary 17-hydroxy- 
adrenocortical steroids have been observed during 
the postoperative period, such observations on co- 
incident sodium retention and increases in plasma or 
urinary excretory levels of 17-hydroxyadrenocortical 
steroids do not necessarily imply that the two are 
related causally. 

Of clinical significance is the fact that, since the 
initial recommendation that 3 liters of fluid be given 
on the day of operation, emphasis has been on di- 
minishing the amount of fluid given during the oper- 
ative period and the early postoperative phase of 
convalescence. However, it is still customary practice 
to administer 2.5 liters of fluid postoperatively at the 
rate of 500 ml. per hour. The rate is determined by the 
ability of the patient to metabolize the contained 
carbohydrate rather than the ability to metabolize 
the water itself. Electrolytes are ordinarily not given 
lest edema result from the iso-osmotic retention of 
water with sodium, as the latter is retained under 
influence of increased pituitary adrenocortical activity. 

Investigations designed to evaluate the mechanism 
of antidiuresis, the insensible loss of fluid, and factors 
altering the sodium metabolism were carried out and 
the following thoughts were expressed. 

Biologic identification of an antidiuretic hormone 
has been lacking in this and other studies, but the 
experimental results make it nearly mandatory to 
accept antidiuretic activity after trauma. It seems 
logical to accept the neurogenic release of antidiuretic 
hormone from the posterior pituitary lobe as the 
mechanism involved in posttraumatic water reten- 
tion. Since water retention occurs in the presence of 
progressive and often an alarming decrease in serum 
osmolarity, it would seem justifiable to assume that 
antidiuretic hormone release is a “centrally driven” 
result of disturbed physiologic equilibrium. Trauma 
or operation forces central stimulation for antidiuretic 
hormone release. 

Studies on the insensible loss of fluid indicate that 
under baseline conditions the normal loss of fluids 
by insensible loss is 750 c.c. per square meter of 
surface area. If to this amount is added 250 c.c. per 
square meter of surface area for obligatory urinary 
loss, the total amount of fluid required on the day of 
operation by the average person with a surface area 
of 1.73 square meters is 1,730 c.c. On the first and 
second postoperative days the fluid requirements 
should be adjusted for an increasing urinary output 
so that the total amount given is 2,080 c.c. Theoreti- 
cally, these amounts should be administered over the 
entire 24 hour period to supply water as it is metab- 
olized (insensible loss plus obligatory urine loss). If 
given faster, temporary water retention occurs with 
temporary falls in the serum sodium and osmolarity. 








Observations on patients with hypopituitarism, 
patients with adrenalectomy for mammary carcinoma, 
and normal subjects given various sodium and fluid 
loads lead to the feeling that in effect there is little 
evidence to show that pituitary controlled adreno- 
cortical steroids play a major role in the well recog- 
nized postoperative intolerance to sodium. Sodium 
retention was felt to be primarily the result of increased 
aldosterone secretion from the adrenal cortex. This 
increased secretion seems to occur independent of 
pituitary control, but may be related to restriction of 
sodium intake in the diet or diminished sodium intake 
in the immediate few days preceding surgery. 

Practical implications from the study would suggest 
that fluid should be administered in amounts not 
exceeding the metabolic requirements or exceeding 
the rates of metabolic utilization. Should a situation 
arise in which the state of sodium metabolism is not 
known, it would probably be unwise to give extra 
sodium during trauma and convalescence. If sodiurn 
depletion has not antedated the traumatic episode, 
normal daily requirements for sodium can be given 
throughout operation and convalescence without fear 
of excessive retention and edema. 

The authors offer a theoretical explanation of the 
physiologic alterations which apparently occur, with 
the proviso that all theories are subject to change. 

The theory suggests that trauma influences the 
hypothalamic centers through the media of various 
neural effecters and possible humoral mediators. By 
disturbing the usual homeostatic mechanisms operat- 
ing in the hypothalamus, its effect on the pituitary 
gland is altered; by neural connections, the posterior 
pituitary lobe (the neurohypophysial system) dis- 
charges antidiuretic hormone; and, by probable 
humoral influences, the anterior pituitary lobe dis- 
charges at least thyrotropic and adrenocorticotrophic 
hormones, each acting on its specific target gland. 
Thyrotropic and adrenocorticotrophic effects on the 
thyroid and adrenal cortex are antagonistic and a new 
level of physiologic equilibration is effected. Among 
the other metabolic effects of the increased release 
of adrenocortical steroids which are controlled by the 
anterior pituitary lobe is the possible increase in renal 
excretion of sodium, tending to a lowered serum 
sodium concentration. 

On the other hand, the increased antidiuretic 
activity when water is supplied too rapidly or in 
amounts beyond metabolic requirements results in 
primary water retention and serum dilution leading 
to a lowered serum sodium concentration. 

The lowered serum sodium level, with an in- 
adequate sodium intake, acts independently of any 
known mechanism to increase the adrenocortical re- 
lease of aldosterone which effects a maximal renal 
conservation of sodium. — Zack A. Thompson, M.D. 


EXPERIMENTAL SURGERY 


Action of Hypophysial Somatotrophic Hormone on 
Thyroid Function (Azione dell’ormone somatotropo 
ipofisario sulla funzionalita tiroidea). Nino AguILa. 
Ann. ital. chir., 1956, 8: 754. 


THE AUTHOR studied the action of the hypophysial 
somatotrophic hormone on thyroid function. 
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He used young guinea pigs weighing about 150 
grams. These were divided into three groups. The 
first group, used for control, was not given any medi- 
cation. The 2 others were each given, intramuscularly, 
5 units of the hormone daily. In one group this was 
continued for 10 days and in the other for 20 days. 
The animals were sacrificed by exsanguination. The 
thyroid tissue was studied with the special stains as 
used by Mallory-Chiovenda and Heidenhain. 

The author believes that there was a marked in- 
crease in thyroid function as compared to the normal. 
There were two causes for this increase: a direct in- 
fluence caused by direct stimulation of the gland, and 
an indirect influence which was a response to the 
stimulation of the anabolic action of the hormone on 
other tissue. —Lucian J. Fronduti, M.D. 


Action of Methylcolanthrene upon Osseous Tissue 
(Accion del metilcolantreno sobre el tejido oseo). M. 
ZARAPICO Romero and J. M. R. Teyerina. Cir. gin. 
Urol., 1956, 10: 369. 


For 3 Years a study has been made of the effects of 
methylcolanthrene upon osseous tissue. 

Historically, in 1775 Pott described the ‘‘chimney 
sweeper’’ disease, cancer of the scrotum developing in 
chimney sweeps 10 to 15 years after exposure to soot. 
One hundred and forty years later, cancer was pro- 
duced in rabbits’ ears by painting them with pitch. 
It then remained for more recent workers to isolate 
the cancerogenic fractions of coal tar and to syn- 
thesize them. Cook obtained the more important 
cancerogenic agents about 1932. Among these was 
methylcolanthrene which was used in this study. It 
only remained for standardized experiments to be de- 
signed and executed to prove the efficacy of these 
compounds in producing cancer. 

The production of malignant tumors by these com- 
pounds in experimental animals is now well known. 
The methods of production of malignancy have been 
theorized by Oberling and Pullman. Other workers 
have reported the production of malignant tumor 
in virtually every part of the body of experimental 
animals by the use of these hydrocarbons. 

There are few references in the world literature re- 
garding the production of malignant osseous tumors 
by the use of hydrocarbons. Brunschwig cited one 
case in 1938 and in the same year Hellner published 
the report of a similar case. The production of these 
tumors by the use of radiant energy, on the other 
hand, is well known. 

In the present experimental work, the short life 
expectancy of the rats used was somewhat overcome 
by special care. Other problems of placing the active 
agent, 20-methylcolanthrene, and of analyzing blood 
samples were not easily overcome. 

The first series consisted on 100 rats; 50 were used 
for controls. Twenty-five were subjected to a dissec- 
tion, including disarticulation of the patella in order 
to expose the superior epiphysis of the tibia. The 
cortex was perforated and methylcolanthrene was 
placed. The tissues were closed anatomically. ‘Twenty- 
five rats were subjected to the placement of undiluted 
methylcolanthrene into the femoral diaphysis. 

The immediate results were few. The rats did not 
lose weight and continued their normal life. In on¢, 
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Fic. 1 (Hollender e¢ al.). Oxygenation of preserved blood. The rate and 
intensity of oxygen saturation with different techniques. 


engorgement with blood was observed near the site 
of injection. Biopsy did not reveal anything resem- 
bling an osseous sarcoma although a hemorrhagic 
and hyperplastic reaction of the reticuloendothelial 
elements was observed. 

At the end of 6 months the animals were sacrificed. 
In the 4 that were injected in an intramedullary 
fashion a reaction was found that resembled chronic 
inflammation. There were no spontaneous bone tumors 
in the controls. 

A second experiment was carried out using guinea 
pigs. There are only four published works on the 
production of tumors in guinea pigs by hydrocarbons. 
These tumors were liposarcomas and fibrosarcomas. 
Despite the low incidence of production of tumors in 
these animals and the long latent period, it was de- 
cided to use them. A report by Shimkin and Mider 
indicated that tumors could be produced in a rela- 
tively short period of time if massive amounts of 
methylcolanthrene were used. 

The experiments with the guinea pigs were carried 
out in a fashion similar to that cited with the rats 
except that large doses of methylcolanthrene were 
used. In the first 10 guinea pigs operated upon, 9 died 
within 24 hours. This was thought to be due to the 
massive dose of hydrocarbon used. A reduced dose 
was used on the next 10 and 3 of these died. A fistula 
developed in 1 of the survivals, and 3 showed radio- 
gtaphic alterations which suggested engorgement of 
the cortex of the affected bone. The three guinea pigs 
that showed radiographic changes died between 6 and 
7 months after injection. These deaths were of un- 
known cause. Examination of the injected areas re- 
vealed an intense hemorrhagic reaction in the medul- 
lary Spaces with an abundant hyperplasia of the 
reticular elements. 

Thus, it may be seen that no sarcomas were pro- 
duced in these experiments. The reasons for this are 
cither attributable to the method or apart from it. 
Regarding the former, the short time of observation 
must be stressed, as well as the site of injection. 


Perhaps the changes seen in the reticuloendothelial 
system and the radiographic changes in the cortex 
represent changes similiar to those referred to by 
Willis who stated that thickened tissues produced by 
hydrocarbons, when transplanted into other animals, 
produced tumors. — John J. Bergan, M.D. 


Biochemic Study of Blood Oxygenation by Hydrogen 
Peroxide (H2O2,); Its Importance in Intra-Arterial 
Transfusions (Etude biochimique de l’oxygénation 
sanguine par l’eau oxygénée “‘H,O,”; son interet en 
transfusion intra-artérielle). L. HoLLENDER, J. GREN- 
1ER, M.M. Gex, and S. Mayer. Lyon chir., 1957, 53: 
58. 


INTRA-ARTERIAL TRANSFUSIONS of oxygenated blood 
are markedly superior to those of ordinary bank blood, 
especially in conditions of shock. After injection of the 
usual preserved blood more or less marked gangrene 
of the forearm and hand have been reported; it was 
attributed to spasm of the artery and local anoxia. 
This complication can be avoided by the use of oxy- 
genated blood. 

A number of techniques and apparatus have been 
described for the oxygenation of blood. In most of 
them the blood is stirred by a kind of paddle while 
being exposed to oxygen. These methods have several 
disadvantages: they are time-consuming, the oxygen 
saturation is not complete, the apparatus is compli- 
cated and not easy to keep sterile, and a considerable 
amount of blood is lost by froth formation during the 
procedure. 

Asimpler and much more effective method has been 
suggested by Nikitin. Seven-tenths cubic centimeter of 
100 volume hydrogen peroxide is added to 500 c.c. of 
bank blood. This produces a 100 per cent oxygen 
saturation within a few seconds and no complicated 
apparatus is required. 

However, animal experiments and biochemical 
studies have shown that this methad has grave dangers. 
After the addition of 100 volume hydrogen peroxide 
the following disturbances were noted: marked hemol- 
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ysis, increased fragility and permeability of the eryth- 
rocytes, increased potassium level of the plasma, the 
appearance of methemoglobin as a sequel of hemolysis, 
a drop of the albumin and a rise of the globulin in the 
plasma, and disturbances of the clotting system. In 
experiments on dogs apnea, tachycardia, and ar- 
rhythmia were observed after the transfusion. 

To avoid these dangers the authors added 30 volume 
hydrogen peroxide rather than the 100 volume to the 
preserved blood. Of this solution 4.5 c.c. are added to 
500 c.c. of bank blood, not more than 3 days old. The 
transfusion should be done within 2 hours after the 
hydrogen peroxide is added, and the oxygenated blood 
must be filtered before the transfusion. 

This modified method avoids the dangers of hemol- 
ysis, methemoglobinemia, and clotting disturbances; 
it produces 100 per cent oxygen saturation and leaves 
the proportions of the electrolytes unchanged. It has 
been used clinically for intravenous transfusions with- 
out untoward reactions or hemoglobinuria. 

The authors state that this technique should be 
used routinely with intra-arterial transfusions because 
it prevents local ischemia and improves the results of 
the transfusions. However, they do not mention 


whether the method has been used in association with 
intra-arterial transfusions in man. 
— Werner M. Solmitz, M.D. 


Circulation Time from the Spleen to the Tongue in 
Acute Experimental Portal Hypertension (‘Tempo 
di circolo milza-lingua nella ipertensione portale acuta 
sperimentale). R. Docimo and E. bE VINCENTUSs. Chir, 
pat. sper., 1956, 4: 1197. 


THE AUTHORS report their experimental work done 
on 28 dogs. They determined the circulation time 
from the spleen to the tongue, using 10 per cent fluorine 
and the Wood lamp. Three dogs were used as con- 
trols. In the remainder, the portal, hepatic, or in- 
ferior caval vein was ligated at different levels and the 
fluorin time determined. 

Sudden ligation of the portal or hepatic veins did 
not permit visualization in the lung or tongue. How- 
ever, ligation of certain hepatic veins or the inferior 
vena cava below the level of the entrance of the hepatic 
vein allowed the portal blood tp,flow into the general 
circulation, although with some delay, as demon- 
strated by the fluorine time as determined with use of 
the Wood lamp. —Lucian J. Fronduti, M.D. 





